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‘ANCOLAN’ 


Tablets containing —— 

meclozine dihydrochloride 
THE B.D.H. 

: ANTIHISTAMINIC 





IN HAY FEVER and other allergic 
conditions and MOTION SICKNESS 


ADVANTAGES 
Basic N.H.S. prices: 


Literature and samples will be sent on request 


THE BRITISH DRUG HOUSES LTD. 


long duration of action 
exceptionally well tolerated 
Plastic container of 10 tablets 1/8 
Bottles of 25 tablets .. 3/8 
» 99 2505 - 32/6 


(Medical Dept.) LONDON N.I 











LINICAL MEDICINE 
SOME PRINCIPLES OF THINKING, LEARNING AND TEACHING 
By R. D. pretest iss M.A., M.D., F.R.C.P. 


Lancet Annotation : “‘ Lawrence recommends three honest serving 
men of his own, Where, What and Why. 


5% in. 7s. 6d. net, postage 5d. 
H. K. Lewis & Co. Ltd., 136, Gower-street, W.C.1 


84 in. x Paper Boards. 


London : 


Second Edition 
URGERY: A TextTsook For STUDENTS 


By CHARLES AUBREY PANNETT, B.Sc., M.D., F.R.C.S. 
Professor of Surgery, University of London; Director of the 
Surgical Unit, St. Mary’s Hospital, London ; sometime member 
of the Court ‘of Examiners, R.C.S. Eng., and Examiner to the 

Universities of London, Manc hester, and Cardiff. 
769 + xiv Price 27s. 6d. net, plus 1s. postage 
Extensively illustrated throughout the text 
The book has been completely revised to incorporate advances 
in surgery since the issue of the first edition. At the same time 
unnecessary matter has been avoided, so that the book remains 
a presentation of modern surgery of moderate size. The character 
of the book has been preserved but the additional matter makes 
it more generally useful to = as well as undergraduate 
students. 


Hodder & Stoughton Ltd., 20, Warwick-square, 


ISABILITIES 
AND HOW TO LIVE WITH THEM 
by 55 Patients 

Demy 8vo 252 pages Price 10s. 6d. net, plus 6d. postage 
** No doctor can read these case histories without learning much 
which will be of the greatest value in his poeaees work.’ 

Medical Officer. 
Adelphi, London, W.C.2 


London, E.C.4 


The Lancet Limited, 7, Adam-street, 





RITISH OBSTETRIC AND GYNACOLO- 
GICAL PRACTICE 
Edited by Sir EARDLEY HOLLAND, M.D., F.R.C.S., 
F.R.C.0.G., and ALECK BOURNE, M.A., M.B., F.R.OS., 
F.R.C.0.G 


In two volumes, sold separately : 
1164 pages 400 illustrations 
850 pages 370 illustrations 
Prospectus available 
Wm. Heinemann Medical Books Ltd., Gt. Russell-street, W.C.1 


Third Edition 


115s. net 
95s. net 


OBSTETRICS 
GYNAZCOLOGY 


INTRODUCTION TO 


ISEASES OF THE CHEST 


By JAMES MAXWELL, M.D.(Lond.), F.R.C.P.(Lond.) 
Physician, Royal Chest Hospital; Physician to the 
Ministry’s Mass X-ray Unit; Consulting tee ens 


Royal National Sanatorium, Bournemouth Ja 
Physician, St. Bartholomew’s Hospj 
Demy 8vo 308 + xii 66 Half-tone Illustrations 
128. 6d. net, plus 8d. postage. 

Hodder & Stoughton Ltd., 20, Warwick- “square, London, E.0.4 
CAREERS IN MEDICINE 
Edited by P. O. WILLIAMS, M.A. (Cantab.), M.B., 
B.Chir., M.R.C.P. 

With contributions from 49 eminent medical authorities 
Or. 8vo 292 pages Price 15s. net, plus 8d. postage 
This book outlines the particular qualities of mind, the type 
and amount of specialised training, required in each ‘branch of 
_ Medical Profession. 

. it should be in the hands of everyone who has to advise 
antbid students, and certainly should be consulted by every 
newly-qualified doctor.”—The Practitioner. 

Hodder & Stoughton Ltd., 


20, Warwick-square, London, E.C.4 








SIX VALUABLE VOLUMES 








THE PRACTICE OF MEDICINE 

Edited by J. S. RICHARDSON, M.V.O., M.D., F.R.C.P. 

86 Illustrations. 40s. 
DISORDERS OF THE BLOOD 
Diagnosis, Pathology, Treatment and Technique 


By Sir LIONEL WHITBY, C.V.O., M.A., M.D., F.R.C.P., D.P.H., 
and C. J. C. BRITTON, M.D., D.P.H. 


Seventh Edition. 20 Plates (12 Coloured) and 106 Text-figures 
BIOCHEMISTRY AND THE CENTRAL 


NERVOUS SYSTEM 
By H. McILWAIN, Ph.D., D.Sc. 
43 Illustrations. 40s. 


63s. 





HIGH BLOOD PRESSURE 
By G. W. PICKERING, M.A., M.B., 
106 Illustrations (5 in Colour). 


GYNACOLOGY 
Fifth Edition. By DOUGLAS MacLEOD, M.S., F.R.C.P., 
F.R.C.0.G., and CHARLES D. RE AD, F 'R.CS., 
F.R.C.O.G. 
551 Illustrations, including 27 Coloured Plates. 80s. 


THE HAMOLYTIC ANAMIAS 
Congenital and Acquired 


By J. V. DACIE, M.D., M.R.C.P. 
98 Illustrations 50s. 


M.D.(Ghent), F.R.C.P, 
65s. 


F.R.CS., 
F.RACS., 





j. & A. CHURCHILL LTD., 104 GLOUCESTER PLACE, LONDON, W.| 
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In difficult situations, successful recovery depends largely on the countermeasures 

adopted, This is particularly so in dealing with many of the skin infections met with ‘ 
at this time of the year. AcHRomycIN tetracycline is acknowledged to possess out- 
standing merits in controlling pyogenic infections of the skin and for the prevention 

of infection in wounds and abrasions. To the doctor it offers unsurpassed scope . 
in antibiotic therapy of the skin... to the patient it promises assurance of speedy, 

. E 

uneventful recovery. v 


ACHRORYCIAFO!INTMENT ; 


TETRACYCLINE 


combats the infection...hastens the recovery 


Achromycin is also available as: CAPSULES . EAR aAcHROMYCIN 
SOLUTION ° INTRAMUSCULAR ° INTRA- , : 
VENOUS . OPHTHALMIC POWDER STERILIZED , 

OPHTHALMIC OINTMENT . ORAL SUSPENSION 
PEDIATRIC DROPS . SOLUBLE TABLETS . SPER- 


i 
g 
: 
SOIDS* Dispersible Powder . SYRUP . TABLETS : 
TROCHES *Regd. Trade Mark Jantibiots 





> LEDERLE LABORATORIES DIVISION 
G yanamid PRODUCTS LTD. LONDON, W.C.2 
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penicillin V 


ACID-STABLE ORAL PENICILLIN FOR ALL AGES 


““On present evidence it seems clear that penicillin V is more potent, 
dose for dose, than other oral preparations’’. 
Annotation, Brit. med. J., 1, 282,1956. 


60 mg. tablets in bottles of 30, 200 and 1,000 


THE DISTILLERS COMPANY (Biochemicals) LIMITED 


FLEMING ROAD, SPEKE, LIVERPOOL, 19. 
Export Enquiries: DEVONSHIRE HOUSE, PICCADILLY, LONDON, W.1. 


Tel: HUNTS CROSS 1271 


Tel: MAYFAIR 8867 


pre 7/56 
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New (5th) Edition 


HENRY KIMPTON’S PUBLICATIONS 





Just Ready 


CLINICAL LABORATORY METHODS AND DIAGNOSIS 
A Textbook on Laboratory Procedures with their Interpretation 
FIFTH EDITION, REVISED 
By R. B. H. GRADWOHL, M.D., D.Sc. 

In Two Volumes, with a Complete Index of 157 Pages in each Volume 


10” x 6}” 2451 Pages 765 Illustrations and 52 Coloured Plates Cloth Price £14 net 
New Book STRABISMUS Just Ready 
Diagnosis and Treatment 
By BEULAH CUSHMAN, M.S., M.D. 

94” x 64’ 208 Pages Illustrated Cloth Price 45s. net 
New Book SKIN SURGERY Just Ready 
By ERVIN EPSTEIN, M.D. 

94” x 6)” 228 Pages 242 Illustrations Cloth Price 56s. net 
New (I Ith) Edition DISEASES OF THE SKIN Just Ready 


By RICHARD L. SUTTON, Jr., A.M., M.D., F.R.S.(Edin.) 
ELEVENTH EDITION, REVISED AND ENLARGED 


10” x 6}” 1479 Pages 


New (3rd) Edition 


1972 Illustrations Cloth 


Price £11 net 


UROLOGICAL SURGERY fat hee 


By AUSTIN INGRAM DODSON, .D., F.A.C.S. 
THIRD EDITION, REVISED AND ENLARGED 


92” x 6)’ 868 Pages 


664 Illustrations 


Cloth Price £7 10s. net 





25 Bloomsbury Way 


HENRY KIMPTON 


London, W.C.1 


Medical Book Department of Hirschfeld Brothers Ltd. 














A new NAPT publication 


TUBERCULOSIS 
IN THE 
~ COMMONWEALTH 


The full transactions of the Fourth 
NAPT Commonwealth Health and Tubercu- 
losis Conference, Royal Festival Hall, London, 
June, 1955. 


Verbatim report of speeches 
and discussions 


om 


Lists of delegates from sixty 
countries 


+ 


Over 500 pages, tables and 
charts 


+ 


Fourteen photographs 


Thirty Shillings 


NATIONAL ASSOCIATION FOR THE 
PREVENTION OF TUBERCULOSIS 
Tavistock House North 
Tavistock Square, London, W.C.1 











MARMITE 


yeast extract 


is a useful adjunct in 
certain special diets where 
the B vitamins are parti- 
cularly needed. 


In restricted diets, such as reducing and 
diabetic diets, some foods that supply the 
B vitamins are only allowed in limited 
quantities and another source of these 
vitamins must be introduced. 


Marmite yeast extract supplies 1.5 mg. per 
oz. of riboflavin and 16.5 mg. per oz. of 
nicotinic acid, as well as all other known 
factors of the vitamin B complex. Its car- 
bohydrate content is negligible and it is 
therefore of special value for inclusion 
in diabetic diets. 





Obtainable from chemists and grocers 
Special terms for packs for hospitals, welfare centres and schools 
Literature on request 


MARMITE LIMITED, 35, SEETHING LANE, LONDON, E.C.3 
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trichorad Wb 











(2 ACETYLAMINO -5- NITROTHIAZOLE) 





for systemic therapy in Trichomonal Vaginitis 


clinical evidence 

Clinical investigations have shown that Trichomonas 
vaginalis can be eradicated by the oral administration 
of TRICHORAD. 


dosage 

A course of treatment consists of 1 enteric-coated 
tablet containing 100 mgm. TRICHORAD admini- 
stered 3 times daily after meals for 10 days. 


dual treatment 

If the male partner is found to be a carrier, eradi- 
cation of the parasite necessitates the simultaneous 
treatment of both the wife and the husband. 


€0'c 
“ Ae 





WARD, BLENKINSOP & CO., 


supplementary treatment 

Whilst TRICHORAD tablets taken orally may 
produce a parasitological cure, concurrent local 
treatment with an efficient buffered trichomonacide 
such as PENOTRANE pessaries is essential to 
effect rapid symptomatic relief. Furthermore, 
PENOTRANE, being a fungicide, will counteract 
any associated monilial infection. 


supplies 

100 mgm. enteric-coated tablets are available in 
containers of 30 for 1 course of treatment and in 
dispensing packs of 600. 


Literature and trial supplies available on request. 


LTD. 








YORK HOUSE, 37, QUEEN SQUARE, LONDON, W.C.1 
Telephone: Holborn 5992/6 (5 lines). 


Telegrams: Duochem, Westcent, London 





for DANDRUFF 








FORMULA 
Cetyl Alcohol 15.6% 
Cetrimide B.P. 15.6% 
Laholin B.P. 1.0%, 














SEBODERM contains 15.6% of CETRIMIDE B.P. the 
quaternary ammonium compound that has been found to 
be most effective in the treatment of dandruff. Its regular 
use ensures complete control. 

Lanolin is incorporated into the finely-emulsified base, thus 
ensuring freedom from scalp irritation. 

In cases of Seborrhoeic dermatitis SEBODERM is an extremely 
effective adjunctive treatment. 


Literature and professional sample will gladly be sent on request. 


SEBODERM 


*CETRIMIDE SHAMPOO 
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BIOPAR 
TABLETS 


provide effective ORAL replac ement 
of injectable Vitamin B12 in ALL con- 
ditions considered previously as amen- 
able to injected Vitamin Bi2 only. 


Clinically effective in — 
PERNICIOUS ANAEMIA 


NUTRITIONAL 
MACROCYTIC ANAEMIA 


MACROCYTIC ANAEMIA 
OF INFANCY 


ANOREXIA 


GROWTH RETARDATION 
IN CHILDREN 


TROPICAL AND 
NON-TROPICAL SPRUE 


NEUROLOGICAL 
MANIFESTATIONS OF 
PERNICIOUS ANAEMIA 





POLYNEURITIS 


OSTEOARTHRITIS AND 
OSTEOPOROSIS 


MIGRAINE 
HERPES ZOSTER 


Write for literature and samples to : 


THE ARMOUR 
HAMPDEN PARK 
Telephone : Hampden Park 740 


LABORATORIES 
EASTBOURNE - SUSSEX 


Telegrams : Armolab, Eastbourne 

















He GENERAL STIMULANT FOR 
THE CENTRAL NERVOUS SYSTEM 


For cases requiring a quick-acting general stimulant without increas- 
ing the patient’s appetite, we.consider Amphetone unique. It com- 
bines for the first time, Dexamphetamine Sulphate and Strychnine 
with Glycerophosphates and members of the Vitamin B Group. The ° 
Dexamphetamine provides the convalescent with an immediate feeling 
of well-being, this being followed by the well-known tonic effects of 
the other medicaments. Clinical reports have been excellent. 
FORMULA 
Dexamphetamine Sulphate B.P.C., 1/12 grain: Strychnine Hydrochloride 
B.P., 1/60 grain Calcium Glycerophosphate B.P.C., 2 grains Sodium 
Glycerophosphate B.P.C., 2 grains Aneurine Hydrochloride B.P., 1/30 
grain : Nicotinamide B.P., 1/4 grain: Riboflavin B.P., 1/60 grain: Syrup 
of Blackcurrant B.P.C., 2 fluid drms. : Water, to 1!/2 fluid ounce. 

POISON | | S4 


Available in bottles containing 10, 20, 40 and 80 fluid ounces 
14/7 and 26/6 each. Samples available on request 


JAMES WOOLLEY, SONS & CO. LTD., VICTORIA BRIDGE, MANCHESTER 3 
In association with J. C. Arnfield & Sons, Ltd 

London Stockists : May, Roberts & Co., Led., 47, Stamford Hil! Road, London, N.16 
Distributors for Northern ireland : Messrs. Dobbin & Stewart, 47-49, Earl Street, Belfast. 


Professional prices 4/8, 8 10» 
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The food that has everything *2°22« 


essential to maintain life 


COMPLAN FORMULA 


Nutrients Per 100 GM. Nutrients Per 100 GM. 
Protein 31 gm. Riboflavine 1.1 mg. 
Fat 16 gm. Nicotinic Acid 7.7 mg. 
Corbohydrate — 44.gm. | Pantothenic Acid 3.0 mg. Saiam 
Calcium 825 mg. Choline 74.0 mg. 
Phosphorus 780 mg. Pyridoxine (Be) 0.4 mg. 
Sodium 400 mg. Vitamin Bia 2.2 pg. 
Chloride (as C!) 740 mg. | Vitamin C 10.0 mg. 
Potassium 1,100 mg. | Vitamin D 220 units 
Iron 8 mg. Vitamin E 5.3 mg. 
Vitamin A 1,100 units (acetate) 

Vitamin Bj 1.2 mg. Vitamin K 1,1 mg. 


has long been awaited. 
With the introduction of 
Complan, a new food in the 
Glaxo tradition, this need 
is at last met. Complan 
® contains everything: 
nothing has been forgotten. 
Complan, given by tube 
or cup, is easily digested, 
extremely well tolerated 
and tastes good. Prepared as 
easily as a homely cup of 
cocoa, Complan is equally 
well suited both for 
hospital and home use 


i= | F 0 mM D | 1 


TRADE MARK 


THE COMPREHENSIVE 
FOOD 

































































Plus trace requirements Calorific Value 450 


1 Ib. cartons and 14 lb. tins 


GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX BYRON 3434 





The tonic is Minadex—no temporary 
stimulant, but a balanced vitamin-mineral 
' tonic fortifying through the body’s natural 


mechanisms. With its pleasant orange flavour, 





Minadex is the tonic that is eagerly taken. 


M | | A D P X The reconstructive vitamin-mineral tonic 


DE MARA 


Contains vitamins A and D, iron, manganese, copper and glycerophosphates of calcium, 


sodium and potassium, 6 oz. bottles : 80 oz. winchesters. 
GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX BYRON 3434 
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iveness in vaginal therapy... 





following cervical cautery 

following vaginal plastic procedures 
in routine postpartum care 

in bacterial vaginitis and cervicitis 


} 
* Sulphathiazole N'Acetylsulphanilamide N'Benzoylsuiphanilamide 


=a 
(Ortho 


WY 


sant Ortho Pharmaceutical Limited 
rs High Wycombe - England 











Pa 


THE Lancet THE LANCET GENERAL ADVERTISER [JULY 7, 1956 








Elastoplast Bandaging Technique 
in the treatment of 


Sprains 


TWO SOLUTIONS of everyday first aid problems are illustrated below, using 
Elastoplast elastic adhesive bandages and plasters. The tidy, effective 


result is typical of the modern approach in the treatment of sprains. 


SPLINT METHOD 
in the treatment of Finger Sprains 


The injured finger is strapped to an adjacent 

uninjured finger by two strips cut from a 1” wide Elastoplast 
Plaster. The strapping is applied transversely around 

the two fully extended fingers so that the 

interphalangeal joints are not covered. Lateral movement 

of the injured joint is impossible; but flexion 

and extension are unimpaired. 





SUPPORT 
for Sprained Wrist 


Bandaging consists essentially of figure- 
of-eight turns round hand and wrist—alternate 
turns slit to accommodate the thumb. 





Elastoplast elastic adhesive bandages (Porous) are available in 3 yard lengths and 2”, 
2}”, 3” and 4” widths. (Prescribable on Form E.c.10) 
Outside the British Commonwealth Elastoplast ts known as Tensoplast 


FULL DETAILS FROM SMITH & NEPHEW LTD - WELWYN GARDEN CITY + HERTS 
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SPIRIN is still one of the most 
A useful drugs in paediatrics. 

Standard 5 grain tablets are 
not easy to administer, and may 
cause dosage difficulty. Rasprin 
tablets have been introduced to meet 
the need for a safe, prescribable 
children’s aspirin. Each Rasprin 
tablet gives 1} grains of soluble 
calcium aspirin (equivalent to a 
quarter of a standard aspirin 
tablet), making dosage simple, even 
for infants. 





Manufactured by 


E.G.H. LABS : 


ANCS. 
PERU STREET SALFORD au 
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Safe 

Each 10 Rasprin tablets is packed in a plastic vial. 
The amount of aspirin in each container is therefore 
limited to a total of 12} grains, making accidental 
overdose impossible. Rasprin disintegrates in the 
mouth so quickly that there is no possibility of 
choking. 

Soluble 

Each Rasprin tablet contains calcium carbonate, 
which reacts with the aspirin to produce soluble 
calcium aspirin; together with citric acid, to start 
the reaction and ensure quick disintegration. 


Pleasant 

Rasprin tablets have an inviting colour and a 
pleasant raspberry flavour which makes them very 
acceptable to young children. 

Economical 

Rasprin is distributed in special dispensing packings, 
and is free of Purchase Tax. The prescription price 
is 4d. per vial of 10 tablets. 

On Prescription Only 

Rasprin is not advertised to the lay public, and may 
be prescribed on Form E.C. 10. 
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| RRS NEW! 
‘ f a: X- 4 a Y pr 

( BRS smaller spray 
( SMV for general 
ae AVAL N 


practitioner use 


a < “‘ (100 ml.) 
Nobecutane 


The sterile plastic dressing for small cuts, abrasions 
and major surgical incisions 


= 





Nobecutane is suitable for dressing most wounds from small cuts, 
burns and abrasions to major surgical incisions. Its great tensile Waterproof 
strength and elasticity make it useful for covering those injuries 





where the patient can continue at work, for it gives maximum Dustproof 
protection with minimum limitation of movement. As it is both impermeable to 
waterproof and dustproof, and will withstand most detergents and Bacteria 
emulsified oils, it is an ideal industrial dressing, especially where No Wound 
hygiene in the preparation of food is important. As it is impérme- Contamination 


able to bacteria, but allows normal skin respiration, the dressing : 
ensures healing with no contamination of the wound and no No Skin Maceration : 
maceration of the skin. E 











Presentation; 100 ml. and 300 ml. spray containers, 50 ml. bottles. 


EVANS EVANS MEDICAL SUPPLIES LIMITED, LIVERPOOL AND LONDON 
PO ot UU nh Pe ae yen vag 
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WVISTER 
VISMARA TERAPEUTICI 
CASATENOVO (COMO) ITALY 


evidence collected over two 
years has confirmed the value of 





amnlemovis 


anti-haemorrhagic factor of platelets 
in controlling bleeding in medical and surgical conditions 


available in boxes of 5 ampoules of 5 mg of double sulphate of 5-hydroxytryptamine and creatinine 


for intravenous, intramuscular, topical use 


Literature on request 
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J rewentiom 
of MWMLotiom 
Sickness 


Pie carsencencinencen coeanentennematntinienancissintialapesnmmaniinpiieeipiinatiin 


No need for a Formal Prescription 


MOTION SICKNESS is suffered by a large 
number of people, at one time or 
another, and every doctor will know a 
number of chronic cases. If an effective 
preventive were to be a drug that could 
be supplied only on prescription, the 
G.P. would have a very busy time with 
his E.C.10 pad. 

Fortunately, a most effective drug is 
also one that is freely available. It 
is hyoscine hydrobromide, which was 
shown in a practical trial* to give 
protection from vomiting to 94% of 
the subjects on short sea journeys. The 
superiority of hyoscine was further 
demonstrated in an experiment* per- 
formed on American airmen, when 
99.5% of the subjects were protected 
against air sickness. A very large em- 
pirical experience also shows that car, 


bus and train sickness can be prevented 
equally well with hyoscine. 

Hyoscine is sold by all chemists as 
Kwells. Kwells cost 1/6 for a vial of ten 
tablets. They are advertised to the lay 
public, and are therefore in the category 
of medicines that should not be 
prescribed on form E.C.10. The manu- 
facturers of Kwells are E. Griffiths 
Hughes Ltd., P.O. Box 407, Manches- 
ter, who would be pleased to send a 
professional sample upon request. 





*Lancet, 1951; tt., 749 





*Fnl. Aviation Med., 16 : 59, 1945 
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EURAX antTipRuRitic 


REGD. TRADE MARK 


Ointment and Lotion 


Prompt relief - Prolonged effect 


Eurax—containing 
10°% crotonyl-N-ethyl-o-toluidide 
in a non-greasy base is the ideal 
antipruritic agent for the symptomatic 
relief of pruritus and itching dermatosis, 
affording prompt relief for 6 to 10 hours. 


Available as an ointment in | and 4 oz. 
tubes, 1 Ib. jars and as a lotion in 
bottles of 2, 4 and 16 oz. Prescribable 
on N.H.S. Form E.C.10. 


GEIGY PHARMACEUTICAL COMPANY LTD. 
Rhodes, Middleton, MANCHESTER 
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Thrombin wnaw, Thromboral | 


For topical use in the immediate 
arrest of haemorrhage and for diag- 
nostic use in obstetrics. 


The haemostatic of choice in surgical or dental 
procedures where bleeding is from capillary vessels, 
or of the oozing type. Of particular value as a 
physiological adhesive in plastic or cosmetic surg- 
ery and for the rapid diagnosis of afibrinog- 
enaemia in cases of excessive haemorrhage, post 
partum or in abortion. THROMBIN 
(Maw) has been proved to be of con- 
siderable value in thoracic surgical 
operations such as the decortication of 
the empyema. Presented in cartons of 
2 ampoules x 200 N.I.H. Units, 6 
ampoules x 50 N.I.H. and 1 ampoule 
x 5,000 N.I.H. Units, each with diluent. 





A treatment for Haemorrhagic ulcers 
occurring in the alimentary canal. 


For control of haemorrhagic complications of 
peptic and duodenal ulcers; bleeding from ruptured 
oesophageal varices; denuded buccal ulcer and 
cases of epigastric distress exhibiting signs of 
internal haemorrhage, especially where the patient’s 
age or physical condition makes surgical interven- 
tion undesirable. THROMBORAL contains active 
THROMBIN in_ substantial doses, 
the instantaneous effect of which is 
preserved by reduction of the ‘pH of 
the gastric mucosa. Natural physio- 
logical coagulation occurs at the site 
of bleeding. THROMBORAL is pre- 
sented as a complete treatment for 
oral administration over 24-hours. 


S. Maw Son and Sons Limited: Barnet - England 
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ision, reduce 
more restful 


relaxation. 
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Quickly into action 


The high solubility and low acetylation of Urolucosil Active Principle: - 
mean that it is rapidly excreted into the urinary tract Sulphamethizole 0.1G. 
without risk of crystalluria. As a result, high urine 

concentrations can be quickly attained. Dese : 

That is why Urolucosil is so effective against B. coli 1 tablet 4-hourly. 
infections of the urinary tract. Small doses are highly 


effective, and side-effects are rare. The maintenance 


lose of Urolucosil b inued f by 
dose o rolucosil can be continued for many months Oe 

- t ones In bottles of 25, 250 and 1,000 
without risk of toxic reactions. tablets 


UVUROLUCOSIL. 





WILLIAM R. WARNER & CO. LTD., POWER ROAD, LONDON, W.4 


ad 15 
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or depression 


—_______ PARENTROVITE 


. . . 
Owing to recent production economies the price Injectable B-complex with vitamin Cc 


of Parentrov ite, will be reduced by approximately 
10% from July and, 1956. New prices as fol : 


A massive dose of injectable B-complex with vitamin C... to 
, | crice to restore normal cerebral functions in toxic states due to narcotic 
Potency Packs Retail ? . , 
Intravenous H.P. 3 pairs | 13/3d. . or barbiturate drugs, alcohol, or acute infections. 
12 ” 


40/6d. 


Intravenous M. 10/3d. jrod, In boxes of 3 pairs of ampoules. Hospital pack also available. 
30/6d 


Intramuscular H.P. 13/3. . A preparation OROVITE, containing the same B-complex vitamins in high concentration 
o/6d. . 
oe Op ” 40/6d for oral administration, is also available. Jn tablets and elixir. 
Intramuscular M. ‘ 10/3d . 


4 6 . . . 
» oF » | 6o/gd.{ 40/6¢. Two groups of preparations containing the vitamin B-complex in less massive concentration 


are: BECOVITE & BEFORTISS. In tablets ampoules and elixirs. 


VITAMINS LIMITED (DEPT. B46), UPPER MALL, LONDON, w.6. 
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By preparing 
the water-soluble so- 
dium salt of chloram- 
phenicol succinic ester 
CARLO ERBA have 
finally solved the the- 
rapeutic problem of 
parenteral (intramuscu- 
lar, intravenous, intra- 
spinal) and topical 
(aerosol, intrabron- 
chial, intrapleural, etc.) 


administration of this 
\ antibiotic. 


KEMICETINE | 


Succinate \\ —— 


wt oe vii 
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“The Iron given parenterally was absorb- 
ed from the intramuscular site and 
utilised.’” 


“Utilisation for haemoglobin production 
was extremely good.’’2 


“In every patient a satisfactory rise in 
the haemoglobin took place.’ 


“....all the patients in the series de- 
veloped a vigorous sense of well-being 
which contrasted very strikingly with 
their previous chronic ill-health.’ 


“From the present series it appears that 
this new iron-dextran complex is a 
notable advance in the treatment of the 
iron deficiency of pregnancy.’’4 


3. B.M.J., 1964, 2, 1256. 
4. LANCET, 1954, 2, 1245. 


1. LANOBT, 1954, 2, 942. 
2 B.M.J., 1964, 2, 1257. 


INTRAMUSGULAR IRON 


Widospnood, Accoptomer.... 





IMFERON IS THE FIRST 

EFFECTIVE IRON PREPARATION 

FOR INTRAMUSCULAR INJECTION 

IT PROVIDES the rapid, reliable response 
of an order hitherto only obtainable with 
intravenous preparations; and it takes 
much less time to administer. 

IMFERON is indicated for the patient who 
is refractory to, or intolerant of, oraliron: 
and when a rapid response is required, as 
in anaemia of pregnancy. 


TECHNIQUE 
“It was obvious during this study that 
the skill and care of the person giving the 
injections does much to minimise local 
discomfort and staining, and it is signi- 
ficant that only two patients failed to 
attend for further injections.” 

(Lancet, 1954, 2, 1245). 








ENG 
BENGER LABORATORIES LIMITED -: HOLMES CHAPEL : CHESHIRE (sence ) 


PRODUCT 
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AMPOULES 2 ml. (100 mg.Fe) bores 10 and 100 
AMPOULES 5 ml. (250 mg.Fe) boxes 5 and 50 


Fully-descriptive literature, including dosage Calculator, on 
request. A Technical Information Service is at your disposal. 





i Mi i - R () N IRON- DEXTRAN COMPLE} 
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A new capillary haemostatic 


ADRENOEEE 


for medical and surgical conditions 





Clinically proven to reduce bleeding-time without effect 
on coagulation or blood pressure, and to have no undesirable side effects 





* ADRENOXYL, a product of original research, reduces 
the mean bleeding-time by decreasing the permea- 
bility and increasing the contractility and resistance 
of the capillaries. Its effectiveness in diminishing 
blood loss has been demonstrated by clinical studies. 

ADRENOXYL has no effect on coagulation. It 
neither increases nor decreases blood pressure. 

ADRENOXYL is non-toxic, and there are no 
contra-indications to its use. 

ADRENOXYL is indicated in the preventive and 
curative treatment of all types of capillary bleeding. 

ADRENOXYL has been successfully used to 
diminish capillary bleeding in a wide range of 
surgical operations, and has proved particularly 


useful in ear, nose, and throat surgery, ophthalmic 
surgery, thoracic surgery, gastro-intestinal surgery, 
plastic surgery and urogenital surgery. It has also 
been used successfully in many medical conditions 
associated with capillary haemorrhage or where 
capillary fragility is a feature. 

ADRENOXYL may be administered by mouth 
or by subcutaneous or intramuscular injection. The 
oral form is for routine treatment, though when 
rapid action is desired the intramuscular route is 
recommended. 

ADRENOXYL is now available in boxes of 6 or 
50 ampoules: tubes of 25 tablets or bottles of 
500 tablets. 





‘apillary resistance? 


leeding-time 


This graph gives evidence of the effect of Adrenoxyl on capillary resistance and bleeding-time 





P ee 
£ (Rn Normal capillary resistance on rupture in cm Hg (30) 
CR2 Curve of capillary resistance after 2 mg of Adrenoxy! 
* oo 9 w 





BTn Normal bleeding-time in seconds 
o Curve of bleeding-time after 1 mg of Adrenoxyl 


” ” ” ” ” 





BIBLIOGRAPHY 


Observations cliniques sur l’action hémostatique de 
l’Adrénoxyl. 
Ars. Medici 1948, 3, 57 


L’Adrénoxyl comme hémostatique en otorhinolaryngologie 
Ars. Medici 1949, No. 4, 295 


La semicarbazone de !’adrénochrome. 
Sem. Hip. 1950, 26, 3347 


Recherches cliniques sur l’action hémostatique, dynamogéne 
et vitaminique P de l’adrénochrome (Adrénoxy!). 
Praxis 1951, 40, 713 





Zur Frage der Blutungsprophylaxe bei Bulbuserdffnenden 
Operationen. 
Schweis. Med. Woch,. 1952, No. 17, 484 


La semicarbazone de l’adrénochrome: hémostatique 
biologique 4 action tissulaire. 
Rev. Stomat. 1947, 48, 616 


Hémostase on chirurgie plastique, emploi de la monosemi- 
carbazone de |’adrénochrome. 
Rev. L.O.R. 1948, 380. 

Literature and samples on request. 


HORLICKS LIMITED 


Pharmaceutical Division, Slough, Bucks. 
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a three-fold 


calming 


influence... 


RELIEVES SPASM 
RELAXES NERVOUS TENSION 
LIQUEFIES STARCH MASS 


BARDASE,* combining the antispasmodic, 
sedative and amylolytic properties of 
belladonna alkaloids, phenobarbitone and 
Taka-Diastase, presents a comprehensive therapeutic approach to the problem 
of visceral spasm. It has proved of great value in the relief and management 
of gastro-intestinal disturbances, particularly peptic ulcer and the 
irritable colon syndrome. BARDASE may also be prescribed as a useful adjunct 


to other treatment in cases of ulcerative colitis. 


* Trade Mark 





Bardase 


SPASMOLYTIC SEDATIVE DIGESTIVE AID 


Yellow sugar-coated tablets supplied in bottles of 50 and 500 


BARDASE LIQUID IS AVAILABLE IN BOTTLES CONTAINING 4 AND I6 FLUID OUNCES 


tan 


e . 
‘py: PARKE, DAVIS & COMPANY LIMITED (inc. U.S.A.) HOUNSLOW, MIDDLESEX Te!: HOUNSLOW 2361 


£7 
ea? 670 
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PABRACORT 


(HYDROCORTISONE SNUFF) 





FOR HAY FEVER 


A preparation of hydrocortisone acetate in a 
specially prepared snuff base. Clinical trial has 
confirmed the value of Pabracort insufflations 
in the treatment of HAY FEVER. The use of the 
Pabracort Insufflator is essential for satisfactory 
administration. 

Each capsule contains 15 mgm. of hydrocor- 
tisone acetate and 85 mgm. of base, and the 
contents of a Pabracort capsule are administered 
by means of the Pabracort Insufflator at 3-4 
hourly intervals over a period of 24 hours. 
Literature on request. 


REFERENCES: Lancet (1966) i., 637 
Packings: Pabracort outfit. (Comprising 10 capsules and insufflator). Capsules: 10, 25 and 100 


PAINES & BYRWE LTD., PaBYRN LABORATORIES, GREENFORD, ENGLAND 


Telephone : Perivale 1143 (5 lines) Telegrams : Glands Greenford 
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New, Safe, Powerful Tranquillizer . . Jor 


With these 
important advantages 






bo 
bo 


ederle proudly|p 





Selective action in anxiety and tension states 

Valuable sedative, hypnotic and muscle-relaxing properties... 
Absence of toxicity . . . negligible side effects 

Relaxes the patient for natural sleep without narcosis 
Muscle relaxant in muscle spasra, pain and stiffness 


Has no specific effect on blood pressure 





No influence on autonomic regulatory mechanisms 


Vey (cms) ) LEDERLE LABORATORIES DIVISION 


KA 
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/ presents 





TOWN 


MEPROBAMATE 


jof far-reaching value in medical practice 


Laboratory and clinical trials show Mittrown to be the most remarkable tranquillizing 
drug yet discovered. Published reports on its initial success have been followed by its” 
widespread adoption by doctors throughout America for restoring tranquillity in tension 
states, anxiety, stress and allied conditions. MiLTown is now made available in Great 
Britain by Lederle. 


Its value in the above conditions is due to an easing of the patient’s anxiety tension, a 
lowering of irritability and its pronounced muscle relaxant action. It calms the patient for 
natural sleep. It has given a high proportion of good results in terms of relief of symptoms 
and a return to social productivity. It has proved effective in patients who have failed to 
respond to barbiturates and other conventional tranquillizers. 


MixTown is fully active by mouth, shows a significant absence of toxicity and almost com- 
plete freedom from side effects. Among the conditions in which it has given good results 
are : Tension states, acute and chronic anxiety states, menstrual stress, tension headache, 
alcoholism, behaviour problems in children, hysteria and depression. In neuropsychiatric 
cases it has restored or improved patients who were delusioned, assaultive, noisy, disoriented 
and hallucinated. 





(2 methyl-2-n-propyl-1, 3 propanediol dicarbamate) is 
supplied in tablets of 400 m.g. for oral use. Bottles of 50. 








*TRADE MARK 





Cyanamid prooucrs um LONDON, W.C.2 
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DAE TAMWOTES sranv oF amirxenazove 


2:4- Diamino-5-phenylthiazole hydrochloride 


and Morphine 


in the treatment of intractable pain 


A further clinical report on the use of “‘ Daptazole”’ and Morphine 
published in the “* British Medical Journal” of 21st January, 1956, 
confirms that the administration of “‘ Daptazole”’ with large doses 
of Morphine results in the alleviation of the intractable pain of 


terminal carcinoma. 


** Administration of large amounts of morphine 


without respiratory depression, narcosis or depres- 


In this paper sion of the cough reflex ; amiphenazole apparently 

the results of the treatment in prevents the onset of any marked tolerance to 

127 cases are morphine, and possesses a central nervous stimu- 

described and the main lant action of the caffeine type ; and treated cases 

advantages of the com- have a bright mental outlook under otherwise 
bination summarized thus : hopeless conditions.” 


Further information and literature available to the 


medical profession on request. 





** DAPTAZOLE” is freely prescribable under N.H.S. 


4&6. NICHOLAS .L?®D. 


ETHICAL PHARMACEUTICALS 
BUCKINGHAM AVENUE, SLOUGH, BUCKS 
Telephone: Slough 22381/5. 
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l , Daytime Sedation 
Y’ without Hypnosis... 





TRADE MARK 


( ‘ovatin 





Formula: p-butylthiodiphenyl-methyl-2-dimethylaminoethyl 
sulphide hydrochloride. 


Everyday in the waiting room there are patients who can 
benefit from Covatin, the new anti-anxiety drug. Covatin 
can be prescribed with confidence —clinical trials have proved 
that it promotes tranquillity and release from tension without 
causing sleep or dulling of alertness. It is particularly suited 
to the ambulant patient, has minimal side-effects and is 


not habit-forming. 


INDICATIONS 
Anxiety and tension states, nervous disorders, depression 
and restlessness. Tension due to high blood-pressure, 


arteriosclerosis, or menopause, etc. 


Packaging 
Available as 

50 mg. sugar-coated 
tablets in bottles 
of 50 and 500 


Dosage 

The therapeutic dosage 
is 1 tablet 5 times daily 
which should be taken 
with food, if possible. 





C‘ovatin 





William R. Warner & Co. Ltd., Power Road, London, W.4. 
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inflammation 





infection 





against both: 


Neo-Cortef 


OINTMENT 


anti-inflammatory and anti-bacterial 


Containing both hydrocortisone and neomycin, Neo-Cortef Oint- 
ment simultaneously reduces inflammation and controls or pre- 
vents infection. With Neo-Cortef, good or excellent results are 
obtained in 77% to 86% of patients with atopic or contact derma- 
titis, infectious eczematoid dermatitis, pruritus ani and vulvae, 
neurodermatitis and other common dermatitides. 


N e 0 ms C 0 rtef ointment is supplied in 5 Gm. tubes 


Each gram contains: 


Hydrocortisone acetate. . . . . . . 10mg. (1.0%) 
@ecis ws « eee eee 
Neomycin sulphate .. . pieces i aie, 


equivalent to 3.5 mg. neomycin base. 


*Trademark 


UPJOHN OF ENGLAND LTD. 
4 Aldford Street, Park Lane, London, W.1 Grosvenor 556) 
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Counter 


hypertension with 









RAUWILOIDVERILOID 


- «= »« » « a Safe yet powerful 
combination 


The standardized hypotensive alkaloids of Rauwolfia 
serpentina (‘ Rauwiloid’) and Veratrum viride (‘Veriloid’) 
together provide a most effective and safe oral treatment 
for moderate to severe degrees of hypertension. ‘ Rau- 
wiloid’ widens the margin between the emetic and the 
antihypertensive doses of ‘ Veriloid’, and enables thera- 
peutic doses of ‘ Veriloid’ to be given in almost every 
case of hypertension. This combination of drugs exerts 
a steady and prolonged hypotensive effect, and produces 
the minimum of discomfort to the patient. 

“The addition of ‘Rauwiloid’ makes ‘ Veriloid’ easy 
to administer, more effective and practically does away 
with unpleasant side-actions”’. 

Amer. J. Med., (1954) 17:629 





RIKER 
LOUGHBOROUGH 








*‘Rauwiloid + Veriloid’ tablets 
each contain | mg. of the alkaloids 
of Rauwolfia serpentind and 3 mg. 
(by biological assay in terms of 
reference standard) of those of 
Veratrum . viride. The starting 
dosage is one tablet three times 
daily. The tablets are available 
in bottles of 100 and 500. 
Full literature on request. 


* Rauwiloid’ and ‘ Veriloid’ are registered trade-marks. Regd. Users : 


LABORATORIES LIMITED 


LEICS 
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\ Migraine 


and other forms of headaches of 


vascular origin 


are aborted in 80 per cent of 
eases by ORAL TREATMENT with 


CAFERGOT 


sugar-coated tablets 


Ergotamine Tartrate B.P. 1 mg. 
Caffeine B.P. 100 mg. 


Patients who experience nausea and vomiting early 
in the attack or who are unable to tolerate oral 


treatment, usually benefit from treatment with 


CAFERGOT SUPPOSITORIES 


Ergotamine Tartrate B.P. 2 mg. 
Caffeine B.P. 100 mg. 
Isobutyl allylbarbituric acid 100 mg. 


Total laevorotatory alkaloids of 
belladonna 0.25 mg. 


Literature and samples available on request 





SANDOZ PRODUCTS LIMITED 


134, Wigmore Street London, W.1. 
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passes the acid test 


Penicillin-V, Lilly, is unique in being acid-stable, and 
thus is not destroyed by gastric secretions. It gives higher 
and more prolonged blood levels than any other oral 
penicillin, and is therapeutically comparable with parenteral 
penicillin. Penicillin-V, Lilly, is the product of choice 
wherever penicillin treatment is indicated. 


Available as : 


*PULVULES’ PENICILLIN-V LILLY, 
125 mg. In bottles of 12, 100, 500 and 1,000. 


Average adult dose—1 capsule four times daily, increased 
in severe infections. 


SUSPENSION PENICILLIN-V LILLY, PAEDIATRIC. 
62.5 mg. in each Scc. (large teaspoonful), in bottles to 
make 60cc. Pleasantly flavoured. 


Average children’s dose—1 teaspoonful four times 
daily. 


- E 
- e 
' PENICILLIN-V Lilly ! 
suitable for all age groups : 


Yy ELI LILLY & COMPANY LIMITED © BASINGSTOKE * HANTS 
TRACE MARK 
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‘producing blood-levels which rise proportionally with increase in dosage. —9 
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RAPID RESPONSE 





Rapid response to treatment, smooth convalescence and an early return 
to normal activities is a natural result of the oral administration of 
Chloromycetin*. Readily absorbed from the gastro-intestinal tract, 


Chloromycetin diffuses rapidly and penetrates tissue barriers easily, 


Chloromycetin 


* Trade Mark 
the original Chloramphenicol 








PARKE, DAVIS «& cComPANY LTD. (inc. U.S.A.) a 
HOUNSLOW - MIDDLESEX - TEL: HOUNSLOW 236! — 
435 
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THE TREATMENT OF HYPERTENSION 


ervasil 


(the alkaloid reserpine from Rauwolfia) 





GRADUAL AND SUSTAINED REDUCTION OF BLOOD PRESSURE 


CALMING EFFECT 


NEW 
Serpatonil 


(Serpasil plus the antidepressive Ritalin) 


FOR maintenance therapy, 
PARTICULARLY IN THOSE PATIENTS 
EXPERIENCING DROWSINESS OR LETHARGY 


DURING RAUWOLFIA TREATMENT 


Bottles of 25, 100 and 500 tablets. Each tablet contains 
0.15mg. Serpasil and 5mg. Ritalin (phenyl- (a-piperidyl)-acetic acid 
methyl ester hydrochloride) 


CIBA 


* Serpasil’ , ‘ Serpatonil’ and ‘ Ritalin’ are registered trade marks. 


CIBA LABORATORIES LIMITED, HORSHAM, SUSSEX 
Telephone: Horsham 4321. Telegrams: Cibalabs, Horsham 
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WRRRAAARAARUARARARAAAY 


WMA 


MILLI MLMMMMMAMMhMhhhs 


NO | SYSTEMIC EFFECTS 


—from the hormone 


NO LOCAL SIDE-EFFECTS 


—burning, stinging or irritation 


re) 
=} 
~ 


NO | SENSITISATION 


NO CONTRA-INDICATIONS 


Hypro CORTISYL 


WATER-SOLUBLE HYDROCORTISONE 
SKIN LOTION AND SKIN OINTMENT 











Relieves PRURITUS Perfect tolerance 
in a few minutes 
Rapid effect due to 
Reduces ERYTHEMA the hormone being in true 
in a few hours solution 
Dries WEEPING Makes the skin smooth, 
in a few days soft and supple. 
For example, as in: 
Infantile and allergic Eczemas 
Contact dermatitis and Chronic dermatitis 
Plastic bottles of 20ml. lotion 4% and 1% 
Tubes of 5 G. and 15 G. ointment 4%, 1% and 2.5% ray s L 
LONDON N.W.10 


MAMMA MMMM Ah Mhhhhhididiiiddl ld 


O 


NRRAAARAAAAAAARARAARAAAAAR 
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Timothy 


grass... 






... insignificant 


unm 


Alaska 





but when pollens are a problem 


PIRITON is the most effective therapeutic agent for the control of hay fever 

symptoms. Owing to its low dosage, lack of side-effects and high degree of 
| tolerance, Piriton may be given with safety over the long periods necessary for 
adequate control of hay fever. Welcome relief of sneezing and lacrimation is 
obtained in some cases within 10 minutes and in most cases within 30 minutes ; 
following a single dose, given orally, a relatively symptom-free state may be 
maintained for up to 6 hours. 


Piriton 





Trade Mark 
TABLETS Piriton Maleate are available INJECTION of Piriton Maleate is avail- 
in bottles containing 25 and 500 tablets. able in boxes of 5 and 100 ampoules of 
Each tablet contains 4 mg. Of Piriton 1 cc. Each cc. contains 10 mg. of 
(chlorpheniramine maleate). Piriton (chlorpheniramine maléate). 





PAEDIATRIC SYRUP is supplied in bottles of 4 fluid 
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of Sate 


Carefully controlled clinical studies have 
established “ Vallestril” to be an effective 
synthetic oestrogen singularly free from 
toxic effects and complications, especially 
uterine bleeding, oedema and nausea. 

“ Vallestril” effectively controls meno- 
pausal symptoms and the pain of both 
post-menopausal osteoporosis and the 
osseous metastases of prostatic carcinoma. 
Further investigation has indicated 


its value in the suppression of lactation. 
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Vallestril 


TABLETS - 


Brand of methallenoestril 


Sor the safe, non-toxic, oestrogenic 
treatment of Menopausal 

Symptoms, Ovulatory Disorders, 
and for Lactation 


Suppression 


For the control of menopausal 
symptoms a suggested dosage is one tablet 
two or three times daily for two to 
three weeks, depending on the severity 
of symptoms. This may then be reduced 
to one or two tablets daily for an 
additional four weeks. After this the 
medication may be interrupted to 
determine the need for further therapy. 
“Vallestril” is supplied as 3 mg. scored 
tablets in bottles of 100 and 1,000. 


Literature on request. 
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Antihistamines for old and young 


When the contents of Pandora’s Box were released, Hope alone remained. To the 
patient of allergic diathesis, threatened by a veritable Pandora’s Box of ills, the 
antihistamines ‘ Histantin’ and ‘ Actidil’ represent far more than hope. 
For adults ‘ Histantin’ is the product of choice, giving prolonged relief with a 
minimum of side-effects. ; 
The new quick-acting antihistamine, ‘ Actidil’, exerts its effect for about 12 hours 
and is also notable for low incidence of side-effects. ‘ Actidil’ Elixir has been 
specially formulated and clinically tried for the treatment of allergic conditions in 
children. ; 

* HISTANTIN ’, 50 mgm., is issued in bottles of 25, 100 and 500 at 

list prices (subject to usual discount) of 6/6, 24/6, 110/-. 

* ACTIDIL’ compressed products of 2-5 mgm. in bottles of 25 and 500 

at list prices (subject) of 6/6 and 110/-. 

* ACTIDIL’ ELIXIR in bottles of 20 fluid ounces, for dispensing, at 

a list price (subject) of 15/-. 


i val BURROUGHS WELLCOME & CO. (The Wellcome Foundation 11d. LONDON 
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Specially-prepared crystalline ferrous gluconate 


'-e-e43;8 PRODUCTS LIMITED 


NEVILLE HOUSE * KINGSTON-ON-THAMES * SURREY 
Export enquiries to: WINTHROP PRODUCTS LTD., KINGSTON. 


London 
Hospital 
Catgut 


"A CONTRIBUTION TO SURGICAL HISTORY 








FOLLOWING EXTENSIVE RESEARCH in the Ligature Laboratories, a special 
report was made to the Medical Research Council. In consequence the 
Ministry of Health brought the preparation of Sterilised Surgical 
Catgut in England under the Therapeutic Substances Act. 


YOU CAN HAVE ABSOLUTE CONFIDENCE IN ‘ Hi 


Sizes 2/0. 0 and 1 are recommended for general surgery, because finer gauges mean less scar tissue and quicker healing. 
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CHEMOTHERAPEUTIC CONTROL IN 
FIBRONODULAR PULMONARY 


TUBERCULOSIS * 
WITH REFERENCE TO RESECTED SPECIMENS 
Sir Grorrrey Topp ° 


K.C.V.0., O.B.E., M.B., Ch.M. Sydney, F.R.C.P. 
MEDICAL SUPERINTENDENT 


Dove.tas TEARE 
M.B. Camb. 
DEPUTY MEDICAL SUPERINTENDENT 


W. I. Gorpon 
M.B. Melb. 
PATHOLOGIST 


KING EDWARD VII SANATORIUM, MIDHURST, SUSSEX 


In all clinical trials up to now it has been possible to 
assess the quiescence of pulmonary tuberculosis only 
from radiological and clinical standpoints, using such 
criteria as radiological clearing and hardening of the 
lesions, with or without calcification ; closure of cavities 
previously present; repeatedly negative sputa or 
laryngeal swabs on culture ; and the ability of the patient 
to resume his normal occupation and to carry on without 
radiological deterioration or changes of clinical significance 
assessed by frequent reviews of the case and radiological 
examinations. We have attempted to reverse the process 
and to work backwards from the pathological specimens 
and to correlate them with the previous findings. 

We describe here a study of 238 consecutive cases 
submitted to surgical resection; in this we have 
endeavoured to ascertain if, by various combinations 
and dosages of the antibiotics used against tuberculosis, 
any facts emerge which bear on the type of combination 
which should be used and the duration of the treat- 
ment before surgery. Thus, does the length of treatment 
before operation have any bearing on the result of cul- 
ture? Should the course of antibiotics be continuous, 
or do divided courses prove as useful? Does the fact 
that the case is symptomless before operation have any 
bearing on the result of culture ? 


Material 


The cases were drawn from personnel of the three 
Services and from civilian life. There were 163 males, 
aged 14-49 (average 29) and 75 females aged 14-64 
(average 31). 

Before operation full investigations were made accord- 
ing to standard practice ; these included anteroposterior 
and lateral chest radiographs, followed by anteroposterior 
and lateral tomograms. The latter are essential before 
surgery of this type, to determine the segments in which 
the disease is localised. Bronchoscopy and broncho- 
graphy were useful in many cases, and all the other 
usual clinical tests of fitness for operation were made, 

Of the 238 consecutive patients 178 had segmental 
resections of various combinations, 58 lobectomies, and 2 
pneumonectomies. .The immediate postoperative mor- 
tality was nil. Postoperative complications numbered 
28: 
remaining a month after operation (6 persisted and 
required thoracoplasty, and 5 were absorbed during the 
further postoperative period in the institution); 7 calf- 
vein thromboses ; 2 pulmonary emboli; 2 empyemata ; 
1 wound infection; 1 hemorrhage requiring thoraco- 
tomy; 1 case in which it was necessary to ligate the 
main pulmonary artery owing to laceration at operation ; 


* The material contained in this article formed the basis of 
the Marc Daniels lecture delivered to the Royal College of 
Physicians of London on Jan. 12, 1956, by one of us (G. T.). 


6932 


1l persistent air-spaces, by which is meant those 


1 cerebral thrombosis in a man, aged 36, who is now 
ambulant without any evidence of parenchymal disease 
in his chest and 2 cases in which radiography showed 
further shadowing which was considered to be a spread 
of tuberculosis. Both these cases, which subsequently 
cleared, had no positive bacteriological finding after 
operation, and in both streptomycin had been stopped 
within three months of operation. 


Pathology 


Tuberculosis developing as a clinical entity in persons 
already sensitised to the tubercle bacillus produces an 
area of disease characterised either by predominantly 
lobular pneumonia, with subsequent necrosis of portions 
of the involved lung tissue, or by predominantly bronchial 
damage leading to stenosis, with the formation of a 
cold abscess distal to the block and with collapse of the 
pulmonary parenchyma. These may be seen as relatively 
pure lesions ; or, more often, there is evidence of involve- 
ment of both alveolar parenchyma and peripheral 
bronchioles in the necrotic mass. These appearances 
may be seen both macroscopically and microscopically 
but are radiologically evident only as solid lesions, 
which may become excavated, usually silently, with 
either liquefaction or fragmentation of the caseous 
material, leading to cavitation or partial excavation 
and blockage, this latter probably occurring as a result 
of blockage of the orifice of the small’draining bronchus. 

The presence in lung tissue of solid necrotic avascular 
disease is a feature of pulmonary tuberculosis, which is 
radiologically classed as minimal if small in amount, or, 
if larger, will be classified as more extensive disease. The 
presence of one such mass is not necessarily related to the 
presence of a second such mass as regards future 
behaviour, except that, if any one such necrotic lesion 
contains viable tubercle bacilli, theoretically the chance 
of further disease or excavation is greater with more 
than one lesion. 

In this investigation each resected specimen was 
examined shortly after removal, and areas of palpable solid 
disease were incised for smear and culture under sterile 
conditions. Four tubes of Liéwenstein-Jensen medium 
were inoculated directly from the cut caseous surface, 
and a smear was made for Ziehl-Neelsen staining. In 
some cases, where the lesion was firm or hard, little 
material was obtained in the preparation of these tubes 
and the smear. Nodules about 1 cm. or less in diameter 
were then excised in toto; if they were larger, part 
only of the necrotic material was removed, and the 
remainder was used after fixation for histological examina- 
tion. The excised material was ground by hand in a 
Griffiths tube with 2-3 ml. of either sterile distilled water 
or 2-5% oxalic acid (with little difference in final culture 
results, although the oxalic acid appeared to improve 
the breaking up of the caseous mass more readily with 
the grinding). The ground material was made up to 
about 20 ml. with sterile distilled water and centrifuged 
at 3000 r.p.m. for 30 minutes, and six tubes of 
Léwenstein-Jensen medium were inoculated with a 
heavy spread of the sediment and incubated at 37°C ; 
these were examined weekly for 12 weeks. Positive 
cultures were tested for streptomycin sensitivity and 
isoniazid sensitivity in parallel with H37Rv as recom- 
mended by the Medical Research Council (1953). 


Clinical Data 


Of the 238 cases 130 were symptomless and had been 
discovered radiologically and 108 patients reported 
symptoms ;. 106 had no tubercle bacilli at any time 
before operation, and 132 had a positive sputum or 
laryngeal swab at some time before operation (table 1). 

The preoperative treatment was with combinations 
of streptomycin, isoniazid, and p-aminosalicylic acid 

A 





2 THE LANCET 
TABLE I—132 CASES IN WHICH TUBERCLE BACILLI WERE FOUND 


Period between last positive finding and operation 
(mos.) 


1,/232;3;4;5;);6/;7/|8)|9/10/11/)123| Over 
2 


No. of cases |12 9 | 19 15/;13/11/13)11) 4 35 1 16 


(P.A.S.); most of the patients had been treated with a 
combination of two of these drugs, but some received 
all three. Since the introduction of streptomycin and 
p.A.S., followed a few years later by that of isoniazid, 
it has been our practice to follow the lines of treatment 
suggested by the Medical Research Council’s trials in 
this country; consequently the drugs were given in 
combination. Patients under treatment with strepto- 
mycin and isoniazid were given streptomycin 1 g. and 
isoniazid 200 mg. daily for the first 30 days, and then 
streptomycin 1 g. every other day, with isoniazid on 
the same day as the streptomycin in a considerable 
number of cases and daily in others. Those treated with 
streptomycin and P.A.s. were given streptomycin 1 g. 
daily with p.a.s. 16 g. daily for the first 30 days, and 
then streptomycin 1 g. every other day with p.a.s. 16 g. 
daily thereafter. Those treated with all three drugs were 
given streptomycin | g., isoniazid 200 mg., and Pp.a.s. 16 g. 
daily for the first month, after which the streptomycin was 
given on alternate days, while the other two drugs were 
still given daily in the same dosage. Patients who 
produced a positive sputum or laryngeal swab during 
their preoperative treatment had sensitivity tests done, 
again by the methods described by the Medical Research 
Council (1953). 

As previously stated, we tried to find if there was any 
correlation between the positive and negative findings 
in the resected specimen and the length of treatment 
with a combination of antibiotics; if the dosage of 
streptomycin had any bearing on the results; and if 
any one combination of the drugs achieved better 
results than another. 

We divided the cases into two groups, according to 
whether the treatment was continuous or discontinuous, 
the latter group embracing all cases with two or more 
courses of antibiotic treatment, each course being 
separated by 28 days or longer. Fig. 1 shows the weeks 
of preoperative treatment of all the cases. It will be seen 
that the cases on continuous treatment provided 80 
positive cultures and 100 negative cultures; of the 
discontinuous cases 25 gave positive cultures and 33 
negative cultures. 
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Fig. |—Results of cultures correlated with length of preoperative 
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Fig. 1 also shows that between 28 and 47 weeks’ 
treatment the negative cases outnumbered the positive. 
In the earlier weeks of treatment there was no significant 
difference between the positive and the negative. 

Fig. 2 correlates the positive and negative findings 
on smear and on culture with the dosage of streptomycin. 
It shows that from a dosage of 100 g. onwards there 
are significantly more negative results than positive; 
in cases treated with less than 100 g. there is no 
significant difference between the positive and the negative 
results. 

Of the 106 cases completely negative before operation 
85 produced positive smears from the specimen (80%), 
and 45 positive cultures from the specimen (42%). 
Of the 132 cases positive before operation 108 produced 
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positive smears (82%) and 60 positive cultures (45%) 
(table 11). 

From this table it is apparent that there is no significant 
difference, as regards positive smears and cultures from 
the resected specimens, between those patients who were 
repeatedly negative to all tests before operation and 
those who were positive before operation. 

Some workers believe that the age of the lesion has a 
direct bearing on the result of the culture from the 
resected specimen. Since calcification is regarded as 
evidence of age in the lesion, we decided to find out the 
number of cases that showed radiological evidence of 
calcification before operation, and the number that 
showed it in the resected specimen. 

Of the 35 cases showing radiological evidence of 
calcification 9 were positive both on smear and on culture 
of the specimen, and 1 was negative on smear but positive 
on culture, making 10 positive cultures (29%) and 25 
negative (71%). 

Of the 77 resected specimens showing calcification 
26 were positive both on smear and on culture, and 
3 were negative on smear but positive on culture, making 
29 positive cultures (38%), and 48 negative (62% 
(table m1). 

Of the 161 resected specimens showing no calcification 
76 were positive on culture (47%) and 85 negative (53%). 
Of the whole series of 238 cases 105 were positive on 
culture (44%) and 133 negative (56%). 

Of the 105 patients who were positive on culture 
60 had previously had a positive sputum, laryngeal 
swab, or gastric juice (57%) and 45 no previous positive 
finding of any sort during treatment (43%). 
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TABLE II-—-POSITIVE SMEARS OR CULTURES FROM SPECIMENS 
RELATED TO PREOPERATIVE FINDING OF TUBERCLE BACILLI 


Specimens positive 


Tubercle bacilli No. of 
preoperatively cases 
Smear Culture 
Absent Z i106 85 (80%) 45 (42%) 
Present ee = 132 108 (82%) 60 (45%) 


Of the 238 operation specimens 228 were solid lesions 
(see above). Of these, 87 were positive both on smear 
and on culture and 14 were negative on smear but 
positive on culture, making 101 positive on culture. 
99 were positive on smear and negative on culture, and 
28 were negative both on smear and on culture, 
making 127 negative cultures in all. There was no 
significant difference, between the patients who were 
positive on smear but negative on culture and those 
who were negative both on smear and on culture, as 
regards length or dosage of preoperative drug treatment. 
No one combination of drugs was correlated with negative 
culture. 

Sensitivity tests were done on the tubercle bacilli 
isolated from 104 of the 105 specimens which were 
positive on culture. The strains of tubercle bacillus 
from 93 of these specimens were sensitive to both strepto- 
mycin and isoniazid, 3 sensitive to streptomycin and 
resistant to isoniazid, 5 sensitive to streptomycin and 
partially resistant to isoniazid, and 3 resistant to strepto- 
mycin but sensitive to isoniazid. The 3 patients whose 
tubercle bacilli were resistant to streptomycin had had 
courses of 51 g., 60 g., and 71 g. of streptomycin, combined 
in each case with isoniazid and spread over 14, 16, and 
14 weeks respectively. The patients whose tubercle 
bacilli showed resistance to isoniazid—i.e., 3 completely 
resistant and 5 partially resistant—had had isoniazid 
for courses of 8, 7, 23, 3, 7, 13, 18, and 19 weeks. 

As previously mentioned, the patients were divided 
into those who had had continuous treatment and those 
who had had discontinuous treatment with whatever 
combination of drugs was used. They were called dis- 
continuous if there had been an interval of 28 days or 
more between courses. Of the 238 patients 180 had had 
continuous treatment and 58 discontinuous. Of the 180 
patients who had continuous treatment 80 (44%) pro- 
TABLE III-—-POSITIVE SMEARS OR CULTURES FROM SPECIMENS 

RELATED TO RADIOLOGICAL EVIDENCE OF CALCIFICATION, 

AND CALCIFICATION IN THE SPECIMEN 


No. Specimens positive 


of 
cases smear Culture 
Radiological evidence of calcification . . 35 9 10 (29%) 
Calcification in the specimen .. 77 26 29 (38%) 


duced positive cultures, and of the 58 who had dis- 
continuous treatment 25 (43%) produced positive 
cultures (table rv). 

In 2 of the discontinuous cases the positive cultures 
were obtained after 49 and 51 weeks’ treatment with 
streptomycin to a total dosage of 170 g. in each case. 
In the discontinuous cases a positive culture was obtained 
from the patient who had had the largest dosage of 
streptomycin, 252 g. in three courses of 80 g., 80 g., and 
92 g., the first course extending for 12 weeks in 1950, 
the second for 12 weeks in 1951, and the third for 19 
weeks in 1954. Another patient, who had had 204 g. 
of streptomycin in one course of 90 g. and a second course 
of 114 g., was also positive. 

In the continuous cases a negative culture was obtained 
from the patient who had received the largest dosage of 
streptomycin, 212 g. spread over 61 weeks, but a positive 
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culture was obtained in a patient who had had 191 g. 
spread over 29 weeks. 

Of the 155 patients who had received streptomycin 
with isoniazid 61 produced positive cultures and 94 
negative. Of the 14 patients who had streptomycin 
and Pp.A.s. 11 produced positive cultures and 3 negative. 
Of the 69 patients who had all three drugs, or who at 
first received streptomycin and isoniazid and subsequently 
streptomycin and P.A.s., 33 produced positive cultures 
and 36 negative. 

In 18 cases more than 1 necrotic lesion was cultured ; 
15 had 2 lesions cultured (twenty tubes), and 3 had 
3 lesions cultured (thirty tubes). Of these 18 cases 12 
(67%) were positive on culture and 6 (33%) negative. 
The 3 cases in which 3 lesions were cultured were all 
positive. However, 2 of them produced a positive culture 
in only one tube and 1 case in only two tubes of the 
thirty tubes used in each case. The results of culture 
probably represent a minimum rather than a maximum 
because in most cases only one lesion was used. Possibly 


TABLE IV POSITIVE CULTURES FROM SPECIMENS RELATED TO 
CONTINUOUS OR DISCONTINUOUS DRUG TREATMENT 
No, of Positive 
cases culture 
Continuous treatment ‘“* haw 180 80 (44%) 
Discontinuous treatment .. - 58 25 (43%) 


where two or more lesions are present, a negative culture 
obtained from only one lesion does not give the true 
story. 

Discussion : 

From these findings in 238 cases it is impossible to 
state on clinical and radiological grounds alone that, 
although the tuberculosis appears to be quiescent, there 
is no fear that the lesions will break down, even under 
prolonged chemotherapy. 

The safest way to ensure complete recovery in the 
localised fibronodular type of pulmonary tuberculosis is 
to resect the diseased area. The hazards of operation 
are now so diminished (mortality nil in the present 
series) and the advantages so gregt that resection, 
up to now, holds out the best chance of cure. 

A recent Royal Air Force survey of 428 cases of 
symptomless fibronodular pulmonary tuberculosis show- 
ing no evidence of activity showed a minimal breakdown- 
rate of 11%. Since in the present series 130 of the 238 
cases were symptomless and discovered only on routine 
radiology while the patients were on full work, and 106 
showed no sign of activity yet yielded 85 positive smears 
and 45 positive cultures from the resected specimens, 
it is indeed difficult to state definitely from radiological 
and clinical findings that a case is inactive and the 
patient fit to continue at work. 

From figs. 1 and 2 it appears that, from 28 weeks 
onwards and on dosages of 100-119 g. of streptomycin 
more negative cultures are obtained from the specimens. 
This raises a crucial point when surgery is contemplated : 
what is the optimal dosage of drugs to give before surgery? 
The survey suggests that 100 g. of streptomycin or 28 
weeks of other combined drug therapy are the optimum 
before operation, but it is also shown that many patients 
who had less than 100 g. of streptomycin or 28 weeks’ 
treatment and produced positive cultures recovered 
without incident and subsequently resumed their normal 
occupations, including flying. 

In these circumstances is it justifiable to keep patients 
waiting this length of time for surgery ? No appreciable 
difference can be demonstrated in the postoperative 
progress in our hospital between those who had short 
courses of drugs and those who had long courses before 
operation, and we consider that no harm results from 
early operation in selected cases. In the 2 cases attributed 
to spread of disease this happened when chemotherapy 
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had been stopped within 3 months of operation, and it is 
now our policy to continue chemotherapy for 12 months 
postoperatively. 

Conclusions 

The policy of limited resection in this type of lesion 
after adequate localisation offers the best chance of 
complete recovery. 

Chemotherapy should be continued for a year post- 
operatively, providing always that all the patients have 
had at least 6 months’ postoperative care in an 
institution. 

Resection, by eradicating the solid foci in which the 
viability of tubercle bacilli cannot be assessed by radio- 
logical or clinical evidence, greatly enhances the prob- 
ability of permanent cure. 

A long preoperative course of antibiotics is not 
essential, and it is safe to proceed with resection after 
nine weeks of such a course. 


Summary 


238 patients who had undergone resection for pul- 
monary tuberculosis of the localised fibronodular type 
were studied. 

130 were symptomless and 108 had symptoms. 

106 had no tubercle bacilli in their sputum before 
operation and 132 had a positive finding. 

In 105 a positive culture was obtained from the 
resected specimen. 

The negative and positive findings are correlated with 
the length of preoperative treatment and with the dosage 
of streptomycin. 

Up to now resection offers the best method of prevent- 
ing renewed activity of pulmonary tuberculosis and 
ensuring a return to full employment. 

It is safe to operate after 9 weeks’ treatment. 

Adequate postoperative chemotherapy should be 
continued for a year after operation. 

We wish to thank the surgeons who attend at Midhurst 
for their collaboration in the treatment of these patients, 
thereby making the material available to study. 
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AN OUTBREAK OF POLIOMYELITIS 


M. L. E. Espir J. DomIniIaNn 
M.A.; M.B. Camb. M.B. Camb. 


W. Rircurt RvusseLi 
C.B.E., M.D. Edin., D.Sc. Oxfd, F.R.C.P. 


From the Department of Neurology, United Oxford Hospitals, 
and Stoke Mandeville Hospital, Aylesbury 


In Britain the accepted national policy is to admit 
cases of poliomyelitis to isolation hospitals, in order to 
protect the community from spread of the disease. What- 
ever may be the merits of this policy, it may certainly 
lead to very great difficulties when sharp outbreaks of 
poliomyelitis occur in parts of the country where there 
are no large well-staffed isolation hospitals. 

Stoke Mandeville is a general hospital administered 
by a hospital management committee under the Oxford 
Regional Hospital Board, with a large centre for traumatic 
paraplegia, and there is a small isolation hospital adjacent 
t¢@ it. There are also beds on loan to the Department 
of Netirology at Oxford, and from this department we 
have for some years taken charge of acute cases of 
poliomyelitis admitted to the isolation hospital. There 
was a severe outbreak in 1952, and again in 1955. Some 
of our problems and experiences of the 1955 epidemic 
are presented. 

The isolation hospital throughout the year admits a 
variety of patients to one of its blocks (with 9 cubicles) 
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TABLE I—MONTHLY INCIDENCE OF CASES TREATED AT STOKE 
MANDEVILLE IN THE 1952 anpd 1955 OUTBREAKS (P : PARA- 














LYTIC. N.P.: NON-PARALYTIC) 
1952 1955 
Month of onset 

P. N.P. P. N.P 
March 5 2 0 0 
April 2 “ 0 0 
May 3 0 0 0 
June 4 2 0 0 
July 10 2 6 1 
August o* 6 5 9 7 
September 7 2 12 6 
October 6 2 6 4 
November 2 1 6 0 
December. . 0 0 0 0 
Total. . 45 16 39 18 


In March, 1952, there were 4 neonatal cases (3 fatal) in a maternity 
home which are not included in this table. They were reported by 
Sims-Roberts and Thomson (1953). 


under the care of any one of the hospital physicians. 
Most of the nursing staff who care for these patients are 
not fully qualified, and none are trained to handle serious 
cases of poliomyelitis. There are also two adjacent 
10-bed wards which were used in the 1952 outbreak and 
were fortunately available to open up in August, 1955. 

When the cases began to appear in July, the first 
were nursed in the cubicle block, and one respirator case 
was dealt with there with great difficulty. On Aug. 9 
it was decided to open the two wards ; but where could 
we hope to get trained staff—for a hospital which is 
usually short of nurses—at the beginning of the holiday 
season ? Fortunately the Sister from one of the neuro- 
logical wards volunteered to take charge, and within a 
few days Matron was able to provide a number of nurses, 
though barely enough to cover the 24 hours. Nearly all 
were untrained, and every 2-3 weeks they were replaced 
by others equally inexperienced. The main burden of 
clinical responsibility fell on the shoulders of the registrar 
and house-physician of the neurological unit, with 
assistance from the pediatricians, anesthetists, and 
physiotherapists. The house-physician and physio- 
therapists supplemented the nursing staff, especially at 
night, and sister worked long hours over her expected 
time on duty. 

The pattern of admission during the outbreak is shown 
in table 1, as also are the monthly admissions in 1952. 
In November, 1955, when the cases became less frequent, 
we were under pressure to close the unit as soon as 
possible; this was done on Nov. 15, and the skilled 
nursing staff went on a much-needed leave. This action 
proved to be dangerously premature, for we had promptly 
to admit to the cubicle block some cases which were of 
exceptional severity. This experience of the last cases 
being the worst was common in other parts of the country, 
and our failure to prepare for it led to some very dangerous 
situations. 

General Pian during Epidemic 


During the main period of the epidemic the cases were 
as far as possible observed in the cubicles until the 
diagnosis of poliomyelitis was established. After 
diagnésis and transfer to the poliomyelitis wards, the 
patients were arranged according to nursing requirements, 
irrespective of age and sex. All the dangerously ill 
patients had to be nursed together in the same ward, as 
there were many periods during which there could be 
only one nurse on duty who had the training necessary 
to deal with them. 

Saving Life 

The principal effort of a unit receiving acute polio- 
myelitis must be to reduce mortality to the lowest 
possible figure. At least half the paralytic and all the 
non-paralytic cases are never in any danger of death, 
and in an understaffed unit they can be looked after by 
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the least experienced nurses. The most experienced 
nurses must have their skill reserved for the dangerously 
ill. 

A good working rule is to expect all cases of polio- 
myelitis to be kept alive if the right treatment has been 
provided from the start. This ideal may be unattainable 
in practice ; but only on very rare occasions can involve- 
ment of brain-stem centres be accepted as an adequate 
excuse for failure. Death is usually a direct or remote 
result of respiratory insufficiency which can as a rule be 
prevented by modern methods of handling, whatever the 
state of the brain-stem. The journey to hospital is 
specially dangerous if the patient cannot swallow 
properly, and each unit should have its mobile team to 
collect such cases. 

818 

The non-paralytic cases usually require lumbar punc- 
ture to exclude such conditions as early tuberculous 
meningitis, especially in young children, in whom the 
study of symptoms (so helpful in the adult) is not very 
profitable. Severe meningitic symptoms were common both 
in‘ the non-paralytic and the paralytic groups. Paralysis 
usually develops over the course of 1-3 days and, in nine 
of our recent cases, it continued to spread after admission. 
However, it is interesting to note that only one of the 
19 cases which were non-paralytie on admission developed 
weakness afterwards. 

After paralysis appears, the diagnosis can usually be 
made with certainty by a physician with neurological 
experience, and then lumbar puncture will rarely be 
required. However, many physicians may prefer a 
routine lumbar puncture, in order to avoid some of the 
more troublesome diagnostic pitfalls. An example is 
provided by a child of 6 who had weakness which was 
later shown to be due to pseudohypertrophic muscular 
dystrophy while the superadded poliomyelitis was 
non-paralytic. 


Recognition of Special Cases 
The dangerous cases which are our chief concern fall 
into three main groups : 


1. Cases with Difficulty in Swallowing but no Respiratory 
Weakness.—These may have paralysis of the palate only 
and require no more than supervision while swallowing. 
Others with throat paralysis need to be nursed with 
continual postural drainage, and 2-hourly changes of 
position, aspiration of secretions, tube-feeding, and chest 
physiotherapy. Facilities for an emergency endotracheal 
intubation or tracheotomy should be at hand. 

2. Cases Developing Weakness of Respiratory Muscles, 
but no Throat Weakness.—These do best if they are trans- 
ferred to tank respirators when their vital capacity has 
dropped to a third of normal (i.e., before severe respira- 
tory insufficiency develops). We have seen no cases of 

rmanent severe respiratory paralysis when this policy 

as been adopted. 

3. Combined Cases in which there is Paralysis of both 
Respiratory Muscles and the Throat.—All such cases 
require tracheotomy and, in the Oxford region they are 
transferred by the mobile medical personnel to a special 
respiration unit in Oxford. The indications for tracheo- 
tomy are quite clear ; for, without tracheotomy, artificial 
respiration can never be given safely when the throat is 

ysed. American clinics have handled many com- 
ined cases with a tracheotomy and a tank-type respira- 
tor; but those in charge of the Oxford respiration unit 
are now satisfied that for tracheotomy cases intermittent 
positive pressure respiration (I.P.P.R.), using the Radcliffe 
type of pump, is superior in every way to the tank 
respirator. 


Further Dangers 

When patients in group 1 show weakness of respiratory 
muscles or when patients in group 2 have difficulty with 
swallowing they enter the combined group 3. This 
necessitates change of treatment to tracheotomy and 
L.P.P.R. (Spalding 1955, Smith 1955). A very careful 


ORIGINAL ARTICLES 


{[suLty 7, 1956 5 


watch has to be kept for these extremely urgent 
complications. 

The onset of dysphagia was detected with the aid of a 
laryngeal microphone (Stott 1953) in a child of 6, who was in a 
tank respirator. This early diagnosis of throat paralysis 
followed by a change in treatment to 1.P.P.R., with tracheotomy 
undoubtedly played a major réle in his survival. 


Another complication carrying a grave prognosis is the 
inhalation of vomit. This may occur with throat 
paralysis; but it is also a great danger if the patient 
vomits in a tank respirator. 

Vomiting was a notable feature in this recent outbreak, 
being recorded in nearly half the cases. Moreover, 
vomiting occurred in all the six cases with throat 
paralysis ; and in two of them inhalation of acid gastric 
contents before admission was thought to have been the 
cause of death. All cases with throat paralysis, besides 
requiring postural drainage, have to be tube-fed. 
Aspiration of the stomach contents before each feed, or 
if nausea occurs, is advised. Similarly, this is now 
considered a necessary precaution in acute cases treated 
in tank respirators. 

During this last outbreak we have come to recognise 
a specially difficult type of case in group 1. These 
patients present with paralysis of thé throat, perhaps 
with a history of having inhaled vomit: they have a 
persistent or increasing tachycardia and extreme restless- 
ness, but good respiration. (Retention of urine as a 
cause of this restlessness and tachycardia must, of course, 
be excluded.) To any clinician it seems that what these 
patients need most, besides posturing, is sedation ; yet 
this is dangerous if the respiratory muscles become weak, 
if the respiratory centre becomes depressed owing to 
brain-stem damage, or if lung complications ensue. 


Our experience of four such patients was not a happy one. 
Our two fatal cases were of this type, and a third also died. 
This patient was transferred to Stoke Mandeville Hospital 
from a Service Hospital outside our region—he is therefore not 
included in the tables, but like one of ours, he was in a hope- 
less state owing to inhalation of gastric contents betore admis- 
sion. Our other fatal case in this group was complicated by 
thyrotoxicosis. The fourth case recovered without tracheotomy 
only after a very stormy course during which his spinal para- 
lysis spread. In the three fatal cases, tracheotomy was not 
done until breathing became embarrassed and, until it was 
done, sedation was considered too risky. Without sedation, 
the patients were so restless that satisfactory postural 
drainage was impossible and this may well have been an 
important factor in the development of respiratory insuffi- 
ciency. 

We now feel that early sedation is essential for such 
restless patients, and that a tracheotomy may have to be 
done so that drugs can be given safely. Artificial respir- 
ation with 1.P.P.R. can then be established as soon as 
required. 

Table 1 gives particulars of the various methods used 
to deal with threatened respiratory insufficiency, and it 
is of interest to compare the experiences during the 


TABLE II-—-TREATMENT GIVEN TO PATIENTS REQUIRING SPECIAL 
SUPERVISION LEST THEY SHOULD DEVELOP RESPIRATORY 
INSUFFICIENCY 


— 1955 1952 





Total cases with paraly 


sis as 39 45 
Incidence per 100,000 population ‘+a About 30 About 35 





ae Tank respirator a4 co 6 3 
ose Supereinion with swallowing 

4 £ © (palatal weakness) 4 } 6 
©- Postural drainage with tube feeding 2 

=S | Tracheotomy and L.P.P.R. .. 3 





Total cases requiring expert anger Dn 
(% of paralytic cases) xe es 


é 15 (88%) 
Deaths due to poliomyelitis 2¢ 


9 (20%) 
1 


*In addition, one child of 4, while recovering from paralytic 
poliomyelitis, developed measles, and died of bronchopneumonia. 
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2 and 1955 


TABLE III DISTRIBUTION OF PARALYSIS IN 19 


Combined 


- Spinal Bulbar spinal and Total 
bulbar 

1952 35 7 3 45 

1955 28 7 4 39 


outbreaks of 1952 and 1955. In 1952 we had no cases 
treated with tracheotomy and 1.P.P.R., for the Copenhagen 
methods were not developed in this country until the 
summer of 1953. However, it can be seen that the 
number requiring postural drainage or artificial respira- 
tion was higher in 1955, when 38% of the paralytic cases 
required a special standard of supervision. This figure is 
as high as that reported in the 1952 Copenhagen outbreak 
(Lassen 1955), but our mortality was very much lower. 
Other features of the paralytic cases are shown in tables 
m1 and Iv. 


Oare of Muscles and Joints 

When all the trained nurses and physiotherapists 
available are looking after patients with threatened 
respiratory insufficiency, some neglect of paralysed limb 
muscles is inevitable. This will do little harm in the acute 
stage of the disease but should be avoided if possible ; 
for early, frequent, and gentle passive movements prevent 
muscle ‘‘spasm’’ from becoming troublesome. _ In 
general we used neither hot packs nor splints but relied 
on changes of body posture every 2-4 hours, combined 
on each occasion with a few minutes’ gentle stretching of 
tight muscles to reduce any tendency to shortening. A 
foot-board and numerous small pillows served to increase 


TABLE IV AGE INCIDENCE IN PARALYTIC CASES 


0-5 6-10 11-15 16-30 Over 30 Total 
1952 18 9 6 8 4 45 
1955 ll 10 6 9 3 39 


comfort and to counter tight muscles. All patients 
learned to lie prone for 2-3 periods every 24 hours, even 
when there was no bulbar involvement. This we have 
come to regard as a most important drill both for the 
lungs and for the muscles of the trunk and lower limbs : 
one that should be continued indefinitely in all patients 
with spinal weakness. 

Changes of posture and passive movements were begun 
gently on the day of admission in nearly all cases. If 
started at once they seemed to reduce the amount of 
muscle pain during the acute stage. In all cases the tight 
muscles were loosening up well within 2-3 weeks. 

One girl aged 4 maintained full flexion of both thighs and 
knees for a week after admission (the thigh flexors had 
escaped the paresis evident in other lower limb muscles), 
and yet, with frequent passive movements and stretching 
manceuvres, this strong tendency to deformity was corrected 
within 5 days. She was able to walk a few steps with assistance 
within 4 weeks of the acute illness. 


The adult patients were transferred to the general 
neurological wards after 3-4 weeks, but the early rehabili- 
tation of the children often had to be arranged in the 
acute wards. This was unsatisfactory from the nursing 
aspect, but it had the advantage that the same physio- 
therapists and doctors were able to follow each case 


TABLE V—-DURATION OF INPATIENT TREATMENT IN PARALYTIC 
CASES 
Under 1 1-2 2-3 Over 3 ° 
month months months months Total 
1952 14 (1 died) ll 5 15 45 
1955 16 (2 died) 8 3 12 39 
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during the all-important early weeks of recovery. This 
provided an opportunity to study the rate of muscle 
recovery (Russell and Fischer-Williams 1954). Active 
exercises were encouraged after 2 weeks and the duration 
of inpatient treatment was carefully adjusted to the 
muscle state and the home circumstances. Appliances 
were provided as required by our orthopedic colleagues, 
who also took responsibility for outpatient supervision. 
Six patients were transferred for prolonged hospital care 
to orthopedic or spinal centres. The duration of 
inpatient treatment in the paralytic cases is given in 
table v. Further particulars of the principles on which 
treatment was based are given by one of us (Russell 
1956). The follow-up results of the patients treated on 
these lines during the 1952 outbreak have been satis- 
factory, and have led us to continue this rather energetic 
rate of rehabilitation. 
Discussion 

This short paper touches only briefly on the special 
clinical problems encountered during two outbreaks of 
poliomyelitis at Stoke Mandeville Hospital. Our special 
concern was to describe the administrative and practical 
difficulties caused by an outbreak of this kind. 

The first point to emphasise is that the handling of all 
eases should be undertaken by one unit, which can be 
adequately staffed by a sister and nurses trained to take 
over this extra responsibility. There must also be 
sufficient resident house-physicians and registrars, and 
physiotherapists who are prepared to add this to their 
usual routine. The responsible consultant physician 
should ensure that plans are laid in advance and that the 
doctors and nurses acquire the necessary knowledge of 
the latest machines and nursing methods. The necessary 
‘*typhoid precautions’’ can be carried out in any 
hospital: indeed, in most other European countries 
poliomyelitis cases are isolated in special wards in general 
or pediatric hospitals. 

The most important step, therefore, is to choose the 
physician whose unit will handle the cases when they 
come. He may well be a general physician, a chest 
physician, a pediatrician, or (as in the present instance) 
a neurologist. Close association with an anesthetic 
department is specially important, and a mobile unit 
should be established to move patients safely. Good 
facilities for tracheotomy, frequent radiography in the 
ward, and biochemical control are all essential. These 
are required even though it is intended to move the worst 
cases to a special unit elsewhere. 

The difficulties are formidable, but in many places in 
this country they would be greatly simplified if we were 
encouraged to handle poliomyelitis in special wards in 
large general hospitals. 


Summary 


(1) The methods adopted to deal with an outbreak of 
57 cases of poliomyelitis in 1955 are described, and are 
compared with a similar outbreak of 61 cases in 1952. 

(2) The main effort in such a situation should be 
directed towards saving life. 

(3) The development of respiratory or throat paralysis 
is the chief danger, and the types of cases are described 
in which this hazard requires to be met. 

(4) In cases of bulbar poliomyelitis, great restlessness is 
an ominous symptom. When this is associated with a 
rising pulse-rate, it is best to do a tracheotomy so that 
adequate sedation can be given safely, intermittent 
positive pressure respiration being available if required. 
Vomiting was common during this outbreak, and gastric 
aspiration is now also advised in all acute cases treated 
in tank respirators. 

(5) Vigorous methods of rehabilitation developed 
during 1952 have been used again with success. 

(6) A plea is made for the treatment of acute polio- 
myelitis in general or pediatric hospitals as is usual in 
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most other countries. It is often only in large general 


hospitals that the staff and facilities which may be 
required are easily available. The necessary isolation 
precautions can be provided in general hospitals. 

We wish to pay tribute to Miss J. Levinge, s.R.N., the nurses 
and physiotherapists, who for over three months worked 
unremittingly for these patients. We are indebted to many 
of our medical and surgical colleagues at Stoke Mandeville 
Hospital, and to Dr. N. C. Welply, Dr. A. Crampton Smith, 
and Dr. J. M. K. Spalding, who * took over’ the worst four 
cases to the Respiration Unit in Oxford. 
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Since Murray et al. (1938) first described an operation 
to correct mitral incompetence, there have been many 


further attempts to solve the problem. Logan and 
Turner (1952), Hayward (1954), Harken et al. (1954), 
Bailey et al. (1954), and Davila et al. (1955) have all 


described techniques, though none has been entirely suc- 
cessful. On the other hand few attempts have been made 
to assess the influence of persisting mitral regurgitation 
on the late results of mitral valvotomy. 

To establish a base-line, I have studied 52 patients in 
whom incompetence existed before valvotomy or was 
created at the operation. These were compared with 100 
patients operated on for pure stenosis during the same 
period. 

Operative Routine 


After the surgeon’s finger had been inserted into the 
auricle, the mitral orifice was sought; but no attempt 
was made to start the valvotomy until the state of the 
valve had been fully because dilatation of the 
orifice at this stage might have jeopardised the assessment 
of the results. 

The degree of regurgitation was recorded and the cases 
were placed in one of four categories, varying from those 
in which the regurgitant stream was only just palpable 
(grade 1) to those in which a large volume of blood could 
be felt returning from the ventricle during systole 
(grade 1v). This classification was almost identical with 
that used by Bailey et al. (1954), Harken et al. (1954), 
and Kent et al. (1955). This method of judging the 
severity of the regurgitation is far from perfect but is 
probably the best available—though Bjérk (1954) has 
devised a technique whereby direct tracings of intra- 
auricular pressure can be taken, and Kent et al. (1955) 
say that the operative findings correlate closely with 
those predicted in this way. Special care was taken not 
to touch the surface of the valve during the estimation 
of regurgitation ; for even slight depression of the mobile 
part may create ‘‘ false incompetence.’ Failure to appre- 
ciate this fact may account for some of the cases described 
as having incompetence in the absence of physical signs 
of it. 

The degree of stenosis was recorded in one of five cate- 
gories (0-4). The circumference of the mitral orifice 
can be measured accurately with the finger: 3-0 em. or 
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less was placed in grade 4, and 4-5 cm. in grade 1; grades 
2 and 3 occupied intermediate positions. If the orifice 
was more than 4:5 em. in circumference it was graded as 
0, although in many cases a fair degree of stenosis was 
still present. 

Identification of Predominant Lesion.—An effort was 
made to decide whether the stenosis or the regurgitation 
was the predominant lesion. In patients with pure mitral 
stenosis the tightness of the stenosis bears a close relation 
to the preoperative disability. By a method of grading 
this disability (see below) 100 cases with pure stenosis 


were analysed as follows : 

Grade of disability 6s is 1 2 3 4 

No. of cases re oa 14 41 35 10 
Average ste nosis. ee es 1-3 2-1 3 3-4 


It will be seen that the grade of stenosis and the average 
grade of disability correspond closely. Where discrep- 
ancies occurred the degree of stenosis usually exceeded 
that of the disability. 

Where the degree of stenosis was thought to be suffi- 
cient to account for the disability, the regurgitation was 
regarded as unimportant ; whereas, when the stenosis 
was considerably less than might have been expected 
from the severity of the symptoms, the regurgitation was 
considered to be at least in part a cause “of the disability. 
On this basis it was found that of 152 patients operated 
on 74% had pure stenosis; 17:5% had unimportant 
incompetence; 6% had serious regurgitation; and 
2.5% had pure regurgitation.: Although a great deal must 
depend on the method of selection “of the patients for 
surgery, these figures are very similar to those of Bailey 
et al. (1954), which were 64-5°%, 17-99%, 7-0%, and 4:9% 
respectively. 

The mobility of the valve was estimated. It was noted 
that when mobility remained it was always at its greatest 
in the lateral part, particularly in the anterior cusp, and 
that the least mobile part of the valve was that adjoining 
the posterior commissure. 

On the basis of their mobility the valves were divided 
into three classes: hypermobile, diaphragmatic, and 
immobile. 

Hypermobile valves showed no stenosis whatsoever, 
the cusps were soft, and the volume of regurgitation was 
large. The mechanical defect could almost always be 
corrected if a finger was held on one or other cusp ; this 
suggests that, contrary to the opinion of Harken et al. 
(1954) and Bailey et al. (1954), there may be no loss 
of tissue or great dilatation of the auriculo-ventricular 
ring in these cases. It was thought that the valve was 
too mobile in these patients, the cusps having been little 
affected by the rheumatic procéss, but that there had 
been dissolution of one or more of the chordz tendinex, 
with the result that, during ventricular systole, one might 
fly back too far and so fail completely to come into 
apposition with its partner (fig. la). 

In the diaphragmatic valves some stenosis was always 
present, mobility was decreased, and the severity of the 





a 6 c 
Fig. |—Three anatomical types of deficiency of mitral valve allowing 
regurgitation: a, hypermobile valve with little thickening, great 





bility and p bly a ruptured chorda tendinea ; b, diaphragmatic 
valve with thickening round the orifice and some mobility in the 
remainder of the cusps ; c, immobile valve with gross scarring of 
the cusps and chord2 tendinez. 





8 THE LANCET] 


incompetence varied. In these cases the disease had been 
more widespread, the commissures were thickened, and 
the chord tendinez were shortened to a varying exient. 
Anatomically these valves were similar to those found 
with pure stenosis; but, either because of dispropor- 
tionate shortening of the chord tendinex, or because 
the cusps were too scarred to allow the redundant part 
to overlap the mitral orifice, regurgitation was present 
(fig. 1). 

The immobile valves showed no mobility whatsoever, 
and the disease had affected the whole of both cusps and 
caused extensive damage to the chorde tendinee and 
the papillary muscles (fig. le). 

Clearly there may be border-line cases which cause 
difficulty in classification, but in most of the patients in 
this series the valve corresponded fairly closely to one of 
the three classes described. 


Operation 

When the mitral valve was found to be hypermobile, 
nothing further was done.. When the valve was found to 
be immobile, cautious dilatation was undertaken in most 
cases until the first interphalangeal joint (5 cm. in cireum- 
ference) could just be engaged in the orifice. Further 
dilatation was thought to be unwise because in these 
cases the incompetence increases as the stenosis decreases. 
When the valve was found to be diaphragmatic (except 
in the first few patients), the commissures were split 
between the portions of the valve which remained mobile, 
whether or not stenosis was thought to be the major 
causé of the disability. It was thought that the regurgita- 
tion was unlikely to be disastrously increased if this was 
done, but that, if the split was made through the fixed 
area, lethal incompetence might result. 

After the valve had been dealt with, the degree of 
regurgitation was reassessed and graded as before and an 
estimate was made as to whether it had increased or 
decreased. In patients in whom regurgitation resulted 
from the commissurotomy a similar classification was 
used. The extent of the final split was recorded exactly 
as was done for cases with pure mitral stenosis, regardless 
of the grade of incompetence. Four categories of split 
were used, ranging from good (both commissures fully 
split) to poor (final orifice little more than 5 em. in 
circumference), a classification very similar to that of 
Brock (Baker et al. 1955). 


Results 


The longest follow-up of the patients in this series has 
been thirty-four months and the shortest six months. 
Most of the patients were operated on in the last eighteen 
months, because before then mitral incompetence was 
usually regarded as a contra-indication to surgery. 

The results have been assessed in terms of subjective 
exercise tolerance regardless of the preoperative disability, 
the same method being used both for the patients with 
mitral incompetence and for those with pure stenosis. 

The patients were put into one of five categories : 
excellent, good, fair, poor, and worse, according to 
criteria similar to those described by Baker et al. (1952). 
The results of 100 patients operated upon who had pure 
stenosis are : 


Split Average result No. of cases 
Good .. ei 3-6 18 
Fair to good .. 3:3 45 
Fair . ‘6 3-0 20 
Poor pa 2-6 9 
Total .. oe 3:3 92 


Operative mortality 7 
Late death om 1 


They have been subdivided according to the efficacy of 
the ‘split’? and the very close relation between the 
split and the functional success can be clearly seen. This 
relation has already been emphasised by Baker et al. 
(1955), and the method of acalysis of the results is taken 
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from them. The average of all the patients in each 
category was taken, a poor result scoring 1, a fair result 2, 
a good result 3, and an excellent result 4. The figures 
were added up, and the total was divided by the number 
of patients concerned. 

In comparing these results with those in the patients 
here under review no useful purpose would be served by 
comparing the totals, because the figures would entirely 
depend on the number of cases which fell into each of 
three very different categories—those in whom the 
incompetence was traumatic, those who had immobile 
or hypermobile valves and those whose valves were 
diaphragmatic. It is under these three headings that 
they will be considered. 


Traumatic Mitral Incompetence 

S Mitral incompetence was created at 10 of 152 operations, 
the degree of incompetence being grade 1 in 5 patients 
and grade 1 in the remainder. All the mitral valves were 
diaphragmatic, and the lesion was most often caused 
during the splitting of the posteromedial commissure. 
The splits were good in 3 cases and from fair to good in 
the others. There was no mortality in this group. 


Total average result oe = on 3-4 
Grade I incompetence .. bs 7 3-4 
Grade II ee ‘a 3-4 


The 1 patient who had a fair result only showed some 
evidence of cardiac enlargement. It will be seen that, in 
common with the findings of Bailey et al. (1954), the 
creation of incompetence has little influence on the 
results of commissurotomy, and that, as in pure stenosis, 
the dominant factor in the result is the efficacy of the 
split. 

Diaphragmatic Valve 

There were 30 cases with diaphragmatic valves in this 
series : in 17 the stenosis was thought to be predominant ; 
in 9 the incompetence was thought to be the major 
lesion ; and in 4 it was impossible to decide which of the 
mechanical defects was responsible for the patient’s 
disability. 

Unlike the immobile valves, the degree of stenosis did 
not always bear a close relation to the degree of regurgita- 
tion in this group. This is as might be expected because 
most of the patients with diaphragmatic valves have no 
regurgitation at all. Although the stenosed orifice is 
fixed and unable to close, it is overlapped by the mobile 
parts of the leaflets during ventricular systole. Thus, 
with a given degree of stenosis, regurgitation may vary 
from none to a considerable amount (fig. 2b). That this is 
the method by which closure normally takes place is 
suggested by the fact that false regurgitation can almost 
always be created if a cusp is held down and prevented 
from overlapping the orifice (fig. 2c). 

In this type of valve it might also be expected that, if 
commissurotomy is carried out, the regurgitation would 
not necessarily be increased. Apposition must be perfect 
where the cusps are adherent, and this relationship would 
not be altered by splitting the commissure. The regurgi- 
tation was considered to have increased in only 5 patients 


a 6 c 
Fig. 2—Closure of a stenotic orifice : a, with normal valve with cusps 
in apposition over a wide area ; 6, with diaphragmatic valve (orifice 
remains patent but is overlapped by redundant parts of mobile cusps) ; 
c, “false incompetence” created by surgeon's finger. 
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of the 17 with dominant stenosis and indeed it was 
thought to have decreased in 2. 
The incompetence in this group was graded as : 


Grade of stenosis .. a 0 I Il meandtiv Total 
Grade _ 1 incompetence os 0. 3 7 5 15 
Grade II 96 os 5 2 2 9 
Grade 1 ae - 2 1 3 
Grade Iv ‘a we 3 a 3 
Total .. oe « 6 7 7 30 


Those with incompetence of grades m1 and rv all had 
predominant regurgitation with little stenosis, but 
several patients had little incompetence despite having 
little stenosis. 

The results for the whole group, together with the figure 
for the patients with dominant stenosis, for those in 
whom neither lesion was predominant, and for those 
with dominant regurgitation were as follows : 


Average preoperative Average results 
disability 


Dominant stenosis + 2-50 2-8 
Neither dominant se 2-25 2-5 
Dominant incompetence. . 2-60 1-5 

Total os ‘ 2-50 2-4 


The same method of recording these results has been 
used as was for those with pure stenosis. 

The operative mortality was 2 (7%), and there was 
1 late death. 

The average preoperative disability was 2-5, and the 
average improvement was 2 grades. Although this is 
not nearly so good as the results in pure stenosis, it is 
by no means negligible. The efficacy of the split had 
little influence on the result ; but, as has been pointed 
out by Wood (1954), the degree of incompetence which 
persisted at the end of the operation was the most 
important factor. These two points are analysed as 
follows : 


Efficacy of split Fair to good 
Number 


8 
3 2-7 


. Good Fair and poor 
. 4 


oe 


Average result. a o. me 
Degree of residual 
incompetence 
Number ss os oe 
Average result ‘* oe ee 2-7 2 
Although the number of cases is small, there is no 
reason to suppose that the figures are misleading ; 
similar experiences have been reported by Baker et al. 
(1952), Harken et al. (1954) and Wood (1954), and from 
the anatomical description results of this order might have 
been predicted. 


Grades tand 11 Grades 111 and Iv 
is 99 8 


Predominant Incompetence 

9 patients had a diaphragmatic mitral valve and 
incompetence thought to be predominant. In all of these 
there was partial fusion of the commissures, and in this 
way they differed from the patients with hypermobile 
valves. 

In 5 patients the anterolateral commissure was split. 
In most the posteromedial commissure was scarcely 
adherent. In 2 of these the regurgitation was thought to 
have been increased by the commissurotomy: 1 died 
immediately after the operation, though probably not 
from acute incompetence ; the other has a poor result. 
Of the remaining 3 patients 2 have good results and 1 
a fair result. On the other hand, in the 4 patients in 
whom no split was attempted, the results were classed as 
poor, poor, no change, and worse. 

From these results the policy of splitting the com- 
missure between the mobile part of the valve, even 
when incompetence is predominant, seems justified ; and 
more complicated methods with a higher mortality may 
not be called for in this variety of mitral incompetence. 


Immobile and Hypermobile Valves 

In the patients in whom the rheumatic process has 
been so extensive as to cause complete immobility of the 
valve, all possibility of normal function is lost; its 
position remains unaltered throughout the cardiac cycle. 
As a result the degree of stenosis bears a direct relation 
to the degree of regurgitation: the tighter the stenosis 
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RELATION OF STENOSIS TO INCOMPETENCE 








Pre-op. Post-op. 
Pre-op. ; , > 
redlipes. a incom- incom- Post-op. 
—— petence petence assess. Res. 
& (grade) (grade) 
II I Il Poor Worse 
I u 111 - » 
11 I I - Fair 
II Il 111 Fair Poor 
I I II Poor Late death 
ll 1 ul Op. °° 
I 111 111 » Late death 
Il ll ll Fair o» 


the less is the regurgitation, and vice versa (see the 
accompanying table). This state of affairs applies both 
before and after dilatation ; hence any lessening of the 
stenosis by dilatation necessarily increases the regurgita- 
tion. This fact has great importance in the management 
of these cases, which is quite different from that of cases 
described under the previous heading. in which the 
lessening of stenosis was seldom accompanied by increased 
incompetence. 

Of the 8 patients in this group some dilatation was 
attempted in 6. The method of assessment of the final 
circumference of the valve orifice was the same as in all 
the other cases ; 6 were classed as poor and 2 as fair. In 
the former the final circumference was just over 5 cm., 
and the incompetence was judged to have been increased 
in 3 of those in whom dilatation was done. 

The results of surgery in this group were bad, there 
being 1 operative death, 3 late deaths, and improvement 
in only 2 patients. There therefore seems to be no doubt 
that, if the immobile valve can be confidently diagnosed, 
surgery should not be undertaken util a technique has 
been evolved whereby this apparently insoluble mechan- 
ical problem can be overcome. 

The results in the 4 patients found to have hypermobile 
valves were similarly bad. In all of them incompetence 
was predominant owing to failure of apposition of the 
cusps during ventricular systole; in none was further 
splitting possible; and in all of them the regurgitation 
could be almost obliterated by holding the affected cusp 
in its correct position. 

Of the 4 patients 2 died five and three months after 
cardiotomy, 1 is slightly less dyspneic, and 1 (for no 
apparent reason) has considerable subjective improve- 
ment two and a half years after her operation. 


Discussion 
Definition of Mitral Regurgitation 
Many papers have referred to the difficulty in diagnosis 
of mitral regurgitation (Abelmann et al. 1953, Logan and 
Turner 1952). Some of this difficulty has undoubtedly 
been due to different interpretations of the term ‘‘ mitral 
regurgitation ’’; some workers use it to describe any 
degree of mitral incompetence ; others use it only when 
the mechanical upset is deemed to be significant. To 
avoid at least some of the difficulty, the term ‘“‘ mitral 
regurgitation or incompetence’’ is used here to mean 
nothing more or less than a palpable stream of blood 
returning through the valve orifice during ventricular 
systole. Where regurgitation of grade mI or IV was 
present it was probably significant in that it was respon- 
sible for symptoms, but where it was less than this it 
was probably unimportant from a clinical and prognostic 
point of view. 


Valve Mobility 

Although any surgeon should hesitate to comment on 
the interpretation of physical signs in mitral disease, he 
is in an unrivalled position to verify his own clinical 
findings as regards not only regurgitation but also the 
mobility of the valve. 

Mounsey (1953) states that the relation between the 
‘‘ opening snap’’ and a supple mitral valve was first 
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referred to by Rouchés in 1888, this observation being 
presumably based on post-mortem findings. Since 
cardiotomy has presented the opportunity of observation 
during life Sellors et al. (1953) have confirmed this 
relation. They also noted the relation between a freely 
mobile valve and the ‘‘ closing snap ”’ (loud first sound) ; 
this occurs as the cusps fly back towards the auricle at 
the beginning of ventricular systole. It is now amply 
confirmed that the presence of opening and closing snaps 
is good evidence of a mobile valve but not necessarily of 
pure mitral stenosis. 

A normal valve is freely mobile but does not give rise 
to these signs; so it is probable that their appearance of 
these signs in disease of the mitral valve is due to two 
abnormalities : (1) although mobile, the whole valve is 
thickened (a normal valve is almost impalpable); and 
(2) the free edge is not freely mobile, because it may have 
borne the brunt of the disease, and so either becomes fused 
with its partner or shortened. In either event the centre 
of the cusp will be more mobile than its circumference, 
and thus a state of affairs will be produced which has 
been likened to ‘* an ill-managed sail ’’ (Andrew 1877) and 
this is essential for the production of these signs. 

Certain factors modify valve mobility, and in so doing 
increase the likelihood of mitral incompetence. It is for 
this reason that the characteristic signs are often said 
to be absent in predominant regurgitation (Wood 1954, 
Brigden and Leatham 1953). When the cusps are grossly 
scarred and contracted, complete immobility results ; 
this type of valve is almost always associated with mitral 
regurgitation. Secondly, when mitral incompetence is 
present in the diaphragmatic variety of valve it is 
probably due to the fact that the mobility has been 
reduced and the redundant parts of the cusps have been 
prevented from overlapping the rigid orifice. Neverthe- 
less these valves are partly mobile and so give rise to the 
characteristic signs, even when incompetence is dominant. 
The signs might, however, be expected to be lessened in 
intensity. Goodwin et al. (1955) found signs of valve 
mobility in 9 of 10 patients with important regurgitation ; 
and Wood (1954) states that, although the first sound is 
never greatly accentuated in patients with mitral incom- 
petence, it was nevertheless louder than normal in 86% 
of his cases. Thirdly, calcification of the valve must 
reduce mobility : Wynn (1953) has pointed out that this 
complication greatly modifies the opening and the closing 
snaps, and it is almost certain that this loss of mobility in 
patients with calcified valves is responsible for the high 
incidence of mitral incompetence among them. 

Thus the diagnosis of predominant mitral incompetence 
can be made despite the presence of a mobile valve, and 
it appears that a freely mobile valve may be safely split 
even if predominant incompetence is present, whereas 
nothing can be done if an immobile valve is found. The 
signs of mobility therefore are of great importance not so 
much in the diagnosis as in the surgical assessment of 
patients with mitral regurgitation. 

Differential Diagnosis of Three Types of Valve 

As the outlook in the three anatomical types of mitral 
regurgitation is so different, and as it may be argued from 
the results of surgery that the hypermobile and the 
immobile valves should not be operated on, accurate 
preoperative diagnosis (were it possible) would be 
most useful. 

Of the 42 patients 38 had apical systolic murmurs ; 
the intensity of these corresponded roughly to the 
severity of the regurgitation. Of the 4 cases in which 
no systolic murmur was heard, all had diaphragmatic 
valves and all had grade-1 incompetence only. 

The essential difference between the three types of 
valve is the degree of mobility. With the hypermobile 


valves gross regurgitation is always present, and this is 
reflected in the associated left ventricular hypertrophy. 
Signs of valve mobility should be completely absent in 
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the case of immobile valves but present with the two 
other types. On this basis discrimination between the 
three types might be possible. 

Of the 42 patients in this series 8 had immobile valves ; 
7 of these had no opening snap, and 3 of these 7 also had 
no closing snap. Of the remaining 34 patients an opening 
snap was recorded as absent in only 3 and the closing 
snap in 1. On this evidence a reasonably confident 
diagnosis of an immobile valve can be made if an opening 
snap is inaudible, and when the closing snap is also 
absent the diagnosis is almost certain. 

The differentiation between the hypermobile and the 
diaphragmatic valves is not so clear-cut. Signs of valve 
mobility are almost always present with diaphragmatic 
valves, but they may also be heard with the other type 
when thickening of the cusps has taken place. In this 
series Opening snaps were present in all but 3 of the 
patients with diaphragmatic valves (2 of these had 
predominant incompetence), and closing snaps were 
recorded in them all. Of the 4 patients with hypermobile 
valves the opening snap was absent in only 1, who also 
had no audible first sound. The remainder had well- 
marked opening and closing snaps. Thus differentiation 
cannot be made on auscultatory grounds. 

Other signs of mitral incompetence were, however, 
present in all the patients with hypermobile valves: all 
had electrocardiographic evidence of left ventricular 
hypertrophy; all had systolic pulsation of the left 
auricle ; 2 had a left ventricular type of apex-beat ; and, 
as might be expected, none had radiological evidence 
of calcification of the cusps. 

On the other hand, of the 9 patients who had predom- 
inant incompetence with diaphragmatic valves, although 
all had large left auricles in none was there systolic 
expansion of this chamber of the heart. Only 2 had 
electrocardiographic evidence and 3 clinical and radio- 
logical signs of left ventricular hypertrophy. 

Treatment 

The results show that cardiotomy is fully justified 
where a mobile valve is diagnosed ; for, even if predomin- 
ant incompetence is present, a commissurotomy may give 
considerable improvement. However, when there is 
evidence of left ventricular hypertrophy, whether it be 
dus to the presence of a hypermobile valve or to predom- 
inant incompetence, surgery is unlikely to do much good. 
Similarly, where a confident diagnosis of an immobile 
valve can be made, cardiotomy is unjustifiable. 

On the other hand, surgery which may offer the only 
hope to grossly disabled patients should not be withheld 
unless the physical signs of inoperability are unequivocal. 
The risk of cardiotomy is not great, and the interpretation 
of signs may be fallacious. 

It may be concluded that, as the disposition of the 
cusps and the chord# varies so widely in patients with 
mitral regurgitation, no one operation is likely to be 
effective for them all. It also seems that the problem of 
the immobile valve is unlikely to be solved, but that the 
treatment of the hypermobile valve must eventually fall 
within the compass of surgical ingenuity. 

Lastly, the assessment of any operation which purports 
to be effective in the treatment of mitral incompetence 
must be judged in the light of the results of commissuro- 
tomy alone. These have been good where a diaphrag- 
matic valve has been found and no attempt has been 
made to correct the incompetence, and indeed they 
suggest that the complex and dangerous operations 
which have been described, for the correction of mitral 
incompetence may not be justified. 


Summary 
The postoperative results in 52 patients with mitral 
incompetence have been studied. 
These have been compared with the results in 100 
patients with pure mitral stenosis. 
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Four types of incompetent valve have been dencuibed : 
traumatic, hypermobile, diaphragmatic, and immobile. 

The severity of the incompetence has been classified 
into four grades. 

In the 10 cases of traumatic incompetence the lesion 
had almost no influence on the results. 

The results where a diaphragmatic valve was found 
were fair when commissurotomy was done, even when 
incompetence was dominant. 

On the other hand, the results with hypermobile and 
immobile valves were so bad as to render surgery unjusti- 
fiable. 

The severity of the postoperative incompetence was 
the factor which had the most important influence on 
the late results. 

The clinical differentiation between the three types of 
valve is discussed. 

It is concluded that the clinical diagnosis of the 
anatomical type of the valve may be possible ; that valve 
mobility plays a dominant part in operability ; and that 
commissurotomy alone is sufficient where a diaphragmatic 
valve is found; but that, until adequate methods of 
treatment are found for the two other types of valve, 
surgery should be withheld if the diagnosis is certain. 


I am most grateful to my cardiological colleagues at the 
Middlesex and the London Chest Hospitals, both for their 
instruction and for their help in producing this paper. 
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Two large series of patients with carcinoma of the 
stomach have shown an excess of blood-group A over 
blood-group O (Aird et al. 1953, Koster et al. 1955). 
Many diseases when studied by an enthusiast seem 
heterogenous, and for some time we have classified 
carcinoma of the stomach into a number of subgroups 
based chiefly on the site of the lesion. Recent blood- 
group findings have given an opportunity to test whether 
this classification has any objective validity. The 
findings reported here suggest that it has. 

In a personal series, such as this, numbers are neces- 
sarily small and any results can only be on the borderline 
of ‘‘ statistical significance.’’ Confirmation is essential. 
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“Individual series are needed since tonne collected statistics 
of uneven accuracy may miss points of importance. 


Material 

In the five years 1949—53, at the London Hospital, 254 
partial or total gastrectomies for carcinoma of the stomach 
were indexed. This study is limited to the 131 patients 
under the surgical unit, who were mostly operated on by 
the same surgeon. In most cases, and especially if there 
was difficulty, the radiographs were compared with the 
specimen so as to determine the site of origin as exactly 
as possible. In no case was there radiographic evidence 
that the carcinoma arose at the site of a preceding simple 
ulcer. After operation the survivors were followed up in 
the combined medical and surgical unit gastric clinic, 
and details of the history were again checked. 12 patients 
have been omitted—10 belonging to group B or AB, 
and 2 in whom the blood-group was not determined. The 
remaining 119 cases are reported here. Hospital admis- 
sions are never a ‘“‘ random sample ’’ and this series may 
be slightly biased in favour of emergency operations for 
pyloric stenosis and against carcinoma of the cardia, 
which is sometimes referred directly to a thoracic surgeon. 
As in other series in which blood-groups have been 
determined, there is presumably a bias against obviously 
inoperable tumours and against the older age-groups. 
Despite this ‘‘ selection,”’ there is little difference in age, 
sex, or site from Swynnerton and Truelove’s (1952) 375 
Oxford cases of which only 114 were submitted to radical 
operation. 

Classification is based on the supposed site of origin of 
the growth. 

The pyloric group consists of patients presenting with 
pyloric stenosis, sometimes with a long history suggesting 
early involvement of the sphincter. 

In the antral group, the radiographic and pathological 
evidence suggests that gastric stasis, when present, is due to 
involvement of the antral muscle; the centre of the growth 
is some way proximal to the pylorus, which is affected cnly 
when the growth has reached a considerable size. 

A third group can be defined where the cardia is affected 
and there is dysphagia. 

The fourth group, carcinoma of the body, consists of the 
remainder. 


Each of these four groups was further subdivided 
according to whether the diagnosis caused difficulty. 
With few exceptions, when diagnosis was easy the history 
was short; the tumour apparently grew rapidly, and 
postoperative survival was short. The difficult cases 
tended to have a longer history and a better prognosis 
(ef. Swynnerton and Truelove 1952). In a few of the large 
neoplasms classification was necessarily arbitrary, but 
in all cases we have adhered to the original grouping made 
in 1953, and have not included cases seen in 1954~55, 
so as to avoid the possibility of subjective bias. 

Results 

The excess of blood-group A in the whole series corre- 
sponds with what other workers have found ; but in our 
patients the excess of group A is due to carcinoma of 


TABLE I—119 CASES OF CARCINOMA OF THE STOMACH CLASSIFIED 
BY SEX, SITE, AND BLOOD-GROUP 
Males Females Totals 
Site . 

4 oO A oO A Oo 

Pylorus and antrum. 30 (25) 15 (20) 12 5 12 20 

Body 5% <% . 9 (15) 19 (13) y 4 28 29 
Cardia os < 8 (7) 5 (6) 2 l 

Totals e° : 47 39 23 10 70 49 


‘ Expected figures,’’ based on the nul hypothesis that there is no 
assoc iation between site and blood- -group, are given in parentheses. 
x* for men only (2 degrees of fre edom) | is 5-2. If the figures for the 
Sante hospital are included (table rv), x * rises to 7-9. The probability 
of such a departure from expectation arising by chance is less than 
one in fifty. 
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the antrum and pylorus, and there is no evidence of any 
excess of A in carcinoma of the body and cardia(table 1). 
It was impossible to detect any relation between blood- 
group and rate of growth as evidenced by length of 
postoperative survival (table 1) or by difficulty in 
diagnosis (table m1). Alcohol, tobacco, aperient habits, 
and weights had been recorded, but a study of these 
produced nothing of interest. 

A significant association between group A and carcin- 
oma of the antrum is present only in men. This difference 
between the sexes could be due to an accident of sampling ; 
numbers are too small to be certain. Table rv analyses for 
comparison the remainder of the hospital cases (operated 
on in 1949—53) for which the relevant data are available. 
These figures also are free from subjective bias, since the 
classification according to site was based on radiographs 
without foreknowledge of the blood-group. The same 
sex difference is present. 


Discussion 
The mucosa of the pyloric antrum is functionally and 
anatomically distinct from the acid-producing mucosa of 


TABLE Il LENGTH OF POSTOPERATIVE SURVIVAL OF 105 CASES 
OF CARCINOMA OF STOMACH (OPERATIVE DEATHS EXCLUDED) 


Blood-group 


Site Survival (months) 
A 0 
Pylorus and antrum 12 or less 17 oy) 
More than 12 24 9 
Body and cardia 12 or less 9 14 
More than 12 12 11 
Totals ‘ as 62 43 


the body ; hence it is not surprising to find other differ- 
ences. In a division according to site, mistakes will have 
been made; but most of the lesions believed to have 
arisen in the body will have come from acid-producing 
mucosa, and most of the pyloric and antral lesions from 
pyloric mucosa. Koster et al. (1955) suggested that 
blood-group A was associated with increased liability to 
atrophy of the acid-producing mucosa, and that this 
atrophic mucosa was more likely to become carcinoma- 
tous; reduction or absence of acid was also thought to 
explain why group-A patients were less liable to duodenal 
ulcers. There was, however, no excess of group A in their 
111 patients with addisonian anemia. This is consistent 
with our results, which show no excess of group A in 
carcinoma of the acid-producing mucosa. 

An obvious alternative hypothesis is that antral 
mucosa is more frequently inflamed in group A, and that 
this predisposes both to simple ulcers and to carcinoma. 
Our ulcer material, shortly to be published, seems to 
support this. Inflammation of the pyloric mucosa could 
presumably protect a duodenal ulcer mechanically by 


blocking the pylorus, or chemically by lessening the 
antral phase of secretion of acid and increasing the 


TABLE l11-——119 CASES OF CARCINOMA OF THE STOMACH CLASSI- 
FIED AS “EASY’’ AND “ DIFFICULT’ DIAGNOSIS (FOR 
DEFINITION SEE TEXT) 


Blood-group 


Site Diagnosis Males Females 

A 0 4 oO 

Pylorus and antrum Easy 12 8 6 3 
Difficult 18 7 6 2 

Body and cardia Rasy 8 11 6 3 
Difficult 9 13 5 2 

Totals ea - o's 47 39 23 10 
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TABLE IV—-98 ADDITIONAL CASES OF CARCINOMA OF THE 
STOMACH CLASSIFIED BY SEX, BLOOD-GROUP, AND SITE AS 
JUDGED FROM RADIOGRAPHS 


Blood-group 


Site Males Females 
4 oO A oO 
Pylorus and antrum .. 16 ) 6 8 
Body... oe oa 16 12 8 6 
Cardia .. =e we 8 1 4 5 
Totals .. ide 40 21 18 19 


neutralising secretion. Psychologically, partial blockage 
of the pylorus could also force a patient to look after 
himself and take advice. 

The real interest at the moment is why the antral 
mucosa should be more readily inflamed in group A. Is 
there some epithelial difference ? Are bile and pancreatic 
juice more likely to be regurgitated back from the 
duodenum into the stomach? Or is the bile more irri- 
tating in group A? It also seems worth while to recon- 
sider some of the older evidence that inflammatory 
reactions occur more readily in some persons than in 
others. If there is a difference between the sexes, this 
also needs to be explained. 


Summary 


In 119 cases of carcinoma of the stomach the excess of 
blood-group A over blood-group O was due to an associa- 
tion between group A and carcinoma of the pyloric end 
of the stomach. 

There was no excess of group A in carcinoma arising in 
the body of the stomach, and hence this material provides 
no support for the hypothesis that group A is associated 
with atrophy of the acid-producing mucosa and achlor- 
hydria. 

The antral mucosa of persons with blood of group A 
is apparently more liable to inflammation and carcinoma 
than that of group-O persons. 
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TuHeE clinical course of diabetes mellitus is often 


complicated by disease processes affecting many organs. 
Thus arteriosclerosis, retinopathy, neuropathy, and 
renal disease appear to be direct consequences of the 
disturbed metabolism ; and cholelithiasis, tuberculosis, 


cancer, thyrotoxicosis, and acromegaly occur more 
frequently than can be explained by chance. The 
significance of associated pernicious anzmia (Root 1931) 
and hepatic cirrhosis (Reinberg and Lipson 1950) is 
doubtful. 

The association of other endocrinopathies has always 
been of particular interest because it has been hoped that 
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a study of the effect of the second disease might shed 
some light on the etiology or possible treatment of 
diabetes mellitus. 

Up to 1949 only 22 cases of adrenal failure in associa- 
tion with diabetes mellitus had been described (Simpson 
1949); and the association of pituitary failure and 
diabetes has been described even less frequently. Only 
11 cases of this human counterpart of the ‘‘ Houssay 
phenomenon ’’ had been recorded up to 1954 (Martin 
and Pond 1954). 

This paper describes the clinical and post-mortem 
findings in 5 further patients with diabetes mellitus 
who had necrosis of the anterior lobe of the pituitary. 


Case-reports 


FIRST PATIENT 


In January, 1942, a woman, aged 40, died in the fifth month 
of her third pregnancy. She had been a diabetic for eleven 
years and both her previous pregnancies had been normal. 
Since the discovery of her diabetes she had been treated 
with insulin and her average daily dose had been fairly 
constant, about 20-25 units. 

In this pregnancy the patient was first seen at an ante- 
natal clinic in November, 1941, when she was seventeen weeks 
pregnant and “a healthy-looking, rather thin woman of 
average build.”” No abnormality was detected on routine 
examination. Her blood-pressure was 110/70 mm. Hg and 
her fasting blood-sugar 107 mg. per 100 ml. She was seen again 
on several occasions and appeared to be progressing satis- 
factorily. On Jan. 27, 1942, she was admitted to hospital 
with a history of persistent vomiting and heartburn, associated 
with cramps in the legs for six days. She looked very ill and 
depressed ; her breath smelt of acetone but her tongue was 
moist. Her blood-pressure was 95/60 and her pulse-rate 
124 per min. The urine contained much sugar and acetone. 
Treatment with intravenous glucose-saline and insulin was 
begun, and over the next twelve hours 120 units of insulin 
was given. Despite this treatment the patient’s condition 
rapidly deteriorated and she died twenty-two hours after 
admission. 


Post-mortem Findings 

The uterus contained a normal 2 Ib. 3 oz. foetus. Apart 
from a few fibrous scars in both lungs, and acute visceral 
congestion, no macroscopic abnormality was noted. Micro- 
scopically the pancreatic islet tissue was normal. In the 
kidney the loops of Henle showed glycogen vacuolation but 
the glomeruli were normal. The islet tissue of the fetal 
pancreas was prominent, but showed no other unusual 
features. 

The anterior lobe of the pituitary was largely replaced by 
dense fibrous tissue; only a rim of cells and a small group 
surrounding the central vascular core had survived (fig. 1). 





Fig. |—Pituitary in case |; sagittal section (Masson’s trichrome). 
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Fig. 2—Pituitary in case 2; sagittal section (Haematoxylin and 
. eosin). 


This patient had become pregnant despite a moderate 
degree of pituitary destruction. Her final illness com- 
menced with vomiting in the fifth month of a pregnancy ; 
later her glycosuria increased and she developed ketosis. 
There seems to have been no evidence of the Houssay 
phenomenon. Terminally she had cardiovascular collapse 
and did not appear to be in a typical diabetic coma : 
she was fully conscious until an hour before death, 
‘‘ restless and practically pulseless.”’ 


SECOND PATIENT 


A woman, aged 47, was admitted to hospital on April 9, 
1947, complaining of repeated vomiting for three weeks. 
For a year she had noticed complete lack of energy and she 
had lost about 1 st. in weight. She, had also developed a 
gangrenous area on the dorsum of the left foot. No pulsations 
could be felt in the left popliteal and dorsalis pedis arteries. 
The urine contained sugar +++ but no acetone. In view 
of a fasting blood-sugar of 400 mg. per 100 ml. and further 
blood-sugar values of 445 and 333 mg. per 100 ml., treatment 
with insulin was started. A suprapubic mass was palpable, 
and, as she continued vomiting, laparotomy was performed ; 
but nothing abnormal was found. After operation her condi- 
tion became critical ; the blood-pressure fell to 85/50 mm. Hg 
and the blood-sugar values were 500 and 570 mg. per 100 ml. 
At this stage the patient was receiving 180 units of insulin 
daily and parenteral fluid. Despite all treatment her condition 
gradually deteriorated and she died on May 3. 

The previous history was that she had two children, aged 
19 and 16. The menopause had occurred four years after the 
last normal pregnancy. 


Post-mortem Findings 

There was early gangrene of one foot. The right kidney 
showed several infarcts and the liver was acutely congested. 
The thyroid was enlarged and had a small retrosternal 
extension. Histologically the islets of Langerhans were 
extensively hyalinised. The ovaries were atrophic, but the 
adrenals and thyroid appeared normal. 

Examination of the pituitary revealed extensive fibrous 
replacement of the pars anterior. Only an irregular band of 
cells, lying near the periphery of the gland, survived. The 
pars nervosa was normal (fig. 2). 


Despite ‘‘ moderate’ pituitary atrophy, this patient 
presented with peripheral gangrenous changes, and 
was later found to have glycosuria and high blood- 
sugar. After laparotomy she became shocked and 
post-mortem examination revealed no other cause for 
her death. 
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THIRD PATIENT 


A diabetic man, aged 55, died of bronchopneumonia in 
June, 1955. In 1939 he had begun to have thirst, polyuria, 
loss of weight, and loss of power in his legs; and he was 
found to have “ peripheral neuritis.”’ Until 1952 he remained 
stabilised on a daily dose of about 28 units of insulin. In 
March, 1952, he was admitted to hospital in severe hypo- 
glycemic coma, but was re-stabilised on a daily dose of 22 
units. A year later he was again admitted in hypoglycemic 
coma, and on recovery it was noticed that he had 
myxcedematous features. His cerebration and speech were 
slow, his skin was dry and cold ; his voice had a thick quality, 
and his pulse was 60 per min. Axillary hair was absent and 
pubic hair scanty. Basal metabolic rate, —30. 17-keto- 
steroid output, 7-6 mg. in twenty-four hours. 

The patient was started on thyroid extract, eventually 
requiring gr. 1'/, daily. At this time his insulin requirement 
was 24 units daily. In July, 1954, he was readmitted because 
of frequent vomiting and a loss of 2 st. in weight. Barium 
meal and numerous other investigations revealed no cause 
for this. The possibility that his hypothyroid state might 
be due to pituitary failure was now considered. Kepler test 
part 1 was positive; Kepler test part 2 gave a factor of 12. 
The excretion of 17-ketosteroids was 5:6 mg. per twenty- 
four hours; that of the 17-hydroxycorticoids 10-8 mg. (method 
of Reddy et al. 1952). He was given a single injection of 
testosterone isobutyrate, 50 mg., and started on cortisone 
12-5 mg. daily by mouth. He was discharged in August, 
1954, but admitted again in September, dehydrated and in 
ketosis. His blood-sugar was 666 mg. per 100 ml. He was 
again stabilised on 44 units of soluble insulin and 18 units of 
protamine-zine insulin. From then until his death he remained 
in hospital. His terminal illness lasted two weeks in June, 
1955. After some vomiting he became lethargic and developed 
pyrexia and signs of bilateral bronchopneumonia which 
did not respond to antibiotics. 


Post-mortem Findings 

There was gross aortic and coronary atheroma and sections 
from the anterior wall of the left ventricle showed a recent 
infarction. There was basal bronchopneumonia. The thyroid, 
pancreas, and testes were atrophic ; and the pituitary was 
slightly enlarged and indurated. Histologically the thyroid 
consisted of scattered islands of atrophic vesicles, lying 
among dense fibrous tissue; the pancreas showed atrophy 
of the acinar tissue, but normal islets ; and the kidneys showed 
intercapillary glomerulosclerosis. In the testes the basement 
membrane of the seminiferous tubules was thickened and 
spermatogenesis was absent. The anterior lobe of the pituitary 
was largely replaced by hyaline fibrous tissue. A small nodule 
of histologically normal anterior pituitary tissue remained 
around the vascular core of the anterior lobe (fig. 3). 


Neurological Complications 

When first seen in 1939 this patient complained of loss of 
power in his legs, and diabetic neuritis was diagnosed. In 
August, 1953, he felt weak and his legs occasionally let him 
down ; he had pain under the left costal margin and in the 
left flank, radiating towards the umbilicus. The only neuro- 
logical abnormality detected was absence of ankle-jerks. 
In December, 1954, he was ataxic and could barely stand 





Fig. 3—Pituitary in case 3; sagittal section (Hamatoxylin and eosin) 
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Fig. 4—Spinal cord in case 3: mid-thoracic section (Spielmeyer). 


unaided. There was loss of power and muscle wasting in the 
lower limbs, particularly in the quadriceps and calf muscles. 
The triceps and knee-jerks were present ; the biceps, supinator, 
ankle, and abdominal reflexes were absent. The plantar 
reflexes were extensor. There was no sensory loss to pin- 
prick, but vibration, muscle, and joint sense were impaired 
in the left leg. The patient was treated with liver extract 
(2 ml. on alternate days) for a period of five months. 
Investigations (December, 1954) 

Blood : Wassermann reaction negative ; hemoglobin, 85% 
(Haldane); red-cell count 3-65 million per c.mm.; mean 
corpuscular volume 102 c.u; white-cell count 6000 per c.mm, 
Bone-marrow normoblastic. Histamine-fast achlorhydria. 
Radiography of spine: no abnormality. Cerebrospinal 
fluid: red cells 45 and white cells 80 (90% lymphocytes) 
per c.mm.; protein, 40 mg. per 100 ml. ; globulin, + ; Lange 
curve 2223310000; Wassermann reaction negative. 
Pathology of Spinal Cord 

Macroscopically the cord showed no abnormal features. 
In sections the number of anterior horn cells at various levels 
was much reduced. There were no active degenerative changes 
in the remaining neurones, but there was some increase in 
glial cells which were occasionally gemistocytic in type. 
Spielmeyer-stained sections revealed considerable demyelina- 
tion of the posterior and lateral columns (fig. 4). In the 
lateral columns, which were the more affected, numerous 
globules of free fat were demonstrable by Sudan stains. 


This patient appears to exemplify the Houssay 
phenomenon. As soon as he was placed on hormonal 
replacement therapy in 1953 his insulin needs increased. 
Control of the diabetic condition was difficult because 
of wide fluctuations in the blood-sugar values. During 
the period of established hypopituitarism the neuro- 
logical complications became worse and widespread 
vascular degeneration was found post mortem. The 
neurological complications of diabetes have recently 
been studied by Garland and Taverner (1943), Hirson 
et al. (1953), Matthews (1955), and Garland (1955). The 
sases described by Garland and Taverner (1953) and 
Garland (1955) differed from those previously reported 
in that pain, weakness, muscle wasting, and absent 
reflexes were found ; and these were occasionally accom- 
panied by extensor plantar responses and by abnormalities 
in the cerebrospinal fluid. This suggested that the spinal 
cord was the site of the lesions. 

The question arises as to whether the cord changes in 
this case are an example of this ‘‘ diabetic myelopathy ”’ 
(amyotrophy). The pathological findings are those of a 
systematised funicular degeneration and therefore sub- 
acute combined degeneration of the cord must be 
excluded. Snapper et al. (1937) described 5 cases of 
hypopituitarism complicated by subacute combined 
degeneration and postulated that the achlorhydria 
which is common in endocrine failure predisposes to the 
demyelination. The achylia gastrica and slight macro- 
cytosis of the blood would support such a diagnosis 
in this case. The normal bone-marrow, the abnormal 
cerebrospinal fluid, and the failure to respond to adequate 
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liver therapy are against it. Furthermore, the clinical 
history, indicating periods of remission in the neuro- 
logical symptoms, is more in keeping with the diabetic 
cases described by Garland and Taverner than with 
subacute combined degeneration. 


FOURTH AND FIFTH PATIENTS 


Two other diabetic patients were found, post mortem, 
to have areas of acute necrosis in the anterior pituitary. 
The lesions were probably too recent and too small 
to have had any notable influence on pituitary function ; 
but they lend further support to our belief that pituitary 
necrosis is relatively common in diabetics, and they also 
demonstrate the appearance of the lesion in the acute 
phase. 

Case 4.—A male diabetic, aged 72, died in March, 1953, 
from bronchopneumonia. Post-mortem examination showed 
old and recent occlusions of the right coronary artery ; 
and there was a recent infarct in the lateral part of the anterior 
lobe of the pituitary, involving about 20% of its substance. 

Case 5.—A female diabetic, aged 51, died in December, 
1955, from renal failure, following renal infection. Necropsy 





Fig. 5—Pituitary in case 5 ; sagittal section (Haematoxylin and eosin). 


showed a recent wedge-shaped infarct in the anterior pituitary 
(fig. 5). 
Discussion 

The clinical features and pathological findings in 
classical cases of hypopituitarism have been discussed 
elsewhere (Escamilla and Lisser 1942, Sheehan and 
Summers 1949), and little can now be added to these 
reviews. But the cases reported here raise some further 
interesting questions. 

Is Pituitary Necrosis a Complication of Diabetes Mellitus ? 

The finding of prime importance in 3 of these patients 
was the fairly identical pattern of healed pituitary 
necrosis. Warren and LeCompte (1952) held that there 
was no evidence of constant and significant changes in the 
histological appearances of the anterior pituitary in cases 
of diabetes mellitus ; but they referred to 18 post-mortem 
cases examined by Dr. Louise Eisenhardt, in 4 of which 
small foci of necrosis were found. Sheehan (1937) also 
mentions occasional pituitary necrosis in diabetics 
** . . peculiarly localised to the extreme side and often 
bilateral.’’ Previous cases had been reported by Kraus 
(1920), Balo (1923), and Kiyono (1926). Plaut (1952) 
studied the incidence of pituitary necrosis in various 
diseases, and wrote : 

‘‘ Endocrinologic diseases, however, as far as I know do 
not supply many instances of pituitary necrosis. Diabetes 
is an exception. The number of examples in diabetic patients 
in the older reports is astonishing and some of these necrotic 
lesions were unusually large.” 


Of Plaut’s 24 cases of pituitary necrosis, 2 were in 
diabetics. 

The post-mortem cases here reported were drawn from 
a total of 7326 consecutive necropsies on adults, of whom 
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146 had suffered from diabetes mellitus. Of those 146 
3 had ‘‘ moderate pituitary atrophy’’ (Sheehan and 
Summers 1949), whereas in the 7180 non-diabetics 13 
equivalent lesions were found. Thus the diahetics showed 
an incidence of approximately 1 in 50, as opposed to 
1 in 550, in the general series. 

The histological appearances and clinical histories are 
unrevealing as to the etiology. 2 of the patients were 
females but neither had a history of post-partum 
hemorrhage. It is striking how frequently in recorded 
cases of hypopituitarism in diabetics the «etiology has 
been obscure. 


Are Partial Pituitary Lesions of Olinical Importance ? 

Wilson et al. (1954a) and the stimulating correspon- 
dence which followed their article (Russell Fraser and 
Garrod 1954, Wilson et al. 1954b) have done a consider- 
able service in raising this question. Before the appear- 
ance of the classical article of Sheehan and Summers in 
1949 many cases of hypopituitarism had been reported 
on meagre evidence. Sheehan and Summers wrote : 


**The pathological records are rarely sufficiently detailed 
to allow any accurate calculation of the percentage of the 
gland destroyed but it is possible to classify the damage 
fairly satisfactorily into four degrees: severe, moderate, 
minor, slight. The term severe implies that the gland has 
suffered complete destruction’ with only very trivial islets of 
parenchyma remaining. ... The term moderate covers cases 
with destruction of about three-quarters of the anterior lobe. 
The remains of the parenchyma although small may be 
considered sufficient to maintain some effective function. 
The term minor indicates destruction of only about one half of 
the lobe, the term slight, destruction of one-quarter of the 
lobe or less.’ [Our italics.] 


Some of the cases of Wilson et al. 1954a showed a pre- 
dominant cold syndrome presumably due to variation in 
the involvement of the different types of pituitary cell. 
A partial lesion can also cause a more uniform involve- 
ment and maintain some effective function under the 
ordinary circumstances of life. Whether under stress— 
anesthesia, infection, pregnancy, diabetic ketosis—such 
function, and the emergency supply of corticotrophin, 
would remain adequate is doubtful. Such a lesion might 
in actual fact be very dangerous, sitice the paucity of 
symptoms and signs may prevent the condition being 
recognised. Kinsell (1955) has written : 

‘‘ A voluminous literature attests to the importance of the 
pituitary-adrenal axis in response to stress, whether the stress 
be in the form of infection, operative trauma, thermal damage 
or the like. That some individuals respond less well to stress 
than others is common knowledge. Whether such differences, 
at least on occasions, may be the result of relative pituitary- 
adrenal inadequacy is by no means. clear. It seems highly 
probable that this phase of the problem will be clarified 
during the next two years.” 


On clinical grounds, and even by hormone assay methods, 
the diagnosis of partial lesions is very difficult. The 
findings with regard to pituitary function in primary 
myxcedema, reported by Hubble (1955), illustrate the 
possible difficulties in the differential diagnosis of partial 
lesions. 

Cases 1 and 2 showed unequivocal pathological evidence 
of moderate partial pituitary destruction. The post- 
mortem evidence does not disclose an adequate anatomical 
cause for death, and one cannot but speculate as to 
whether in those cases there was an inability to respond 
sufficiently to stress. 


Is Diabetes More Easily Controlled in a Patient with 
Pituitary Insufficiency ? 

Case 3 raises the question whether most human cases 
of the Houssay phenomenon so far reported would have 
maintained their reduced insulin requirements had they 
received adequate endocrine replacement therapy. In 
other words, is the Houssay phenomenon attended by 


. 
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such hormonal insufficiency of the thyroid and adrenal 
as to be incompatible with life under stress? In case 3 
there was a considerable increase in insulin requirement 
after cortisone therapy had been started ; and the blood- 
sugar figures varied widely within the twenty-four hours. 
Oral cortisone leads to an unphysiological peak in the 
blood-corticoid level immediately after absorption, and 
this probably accounts for the increased need for soluble 
insulin. If the hypophysectomised diabetic becomes 
‘* brittle ’’ for this reason, this would more than counter- 
balance any gain from a reduction in total insulin 
requirement. 


Does Hypophysectomy Arrest the Development of All 
Diabetic Complications ? 

It has been reported that certain diabetic complica- 
tions, such as retinopathy or nephropathy, can be 
favourably influenced by hypophysectomy (Luft et al. 
1955a and b). These workers have emphasised that, to be 
effective, the hypophysectomy must be complete. Early 
results of this treatment have been quite hopeful. 

Case 3, while not fulfilling the criteria with regard to 
the degree of pituitary destruction, had definite hypo- 
pituitary symptoms. This patient’s myelopathy deterior- 
ated during the period of established hypopituitarism ; 
and it would thus appear that the neurological complica- 
tions are not ameliorated. In fact, it is possible that 
neurological complications may be exacerbated by 
hypoglycemic episodes (see Skillern 1955). 


Summary 

The clinical and pathological findings in 5 diabetic 
patients who had sustained necrosis of the anterior 
pituitary are described. Pituitary necrosis was found 
to be more commen in a series of necropsies on diabetics 
than in a series of routine necropsies. 

The effect of these partial pituitary lesions on the 
diabetic process and its complications is discussed. 


We wish to thank Prof. J. Henry Biggart, Dr. J. T. Lewis, 
and Dr. J. A. Smyth for permission to publish these cases 
and for their advice and encouragement. Our thanks are 
also due to many of our colleagues who kept detailed records 
of some of these patients. The steroid estimations were 
performed by Mr. D. W. Neill. Mr. D. McA. Mehaffey was 
responsible for the photomicrographs. 


ADDENDUM 
Since this paper was written an excellent review of 
the Houssay phenomenon in man with an account of 
three further cases has been published (Harvey, J. C., 
De Klerk, J. Amer. J. Med. 1955, 19, 327). 
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Few studies have been made of the ability of the body 
to deal with intravascular thrombi by fibrinolysis distinct 
from both organisation and incorporation into the vessel 
wall. 

Such intravascular thrombi are probably formed much 
more often than is commonly supposed (Duguid 1955, 
Crawford and Levene 1952). It seems to have become 
accepted that the body’s usual mode of dealing with 
thrombi is by incorporation, which may go on to atheroma 
(Duguid 1955); but it seems to me that incorporation 
probably implies failure on the part of the body to lyse 
the fibrin clot, and that attention must therefore be 
directed to the cause of that failure. 

In the initial stages of a study of the relation of 
fibrinolysis to atherosclerosis and coronary thrombosis 
I have found that alimentary lipemia inhibits fibrinolysis 
in vitro. 

Method 

Fibrinolysis was measured in vitro by a modification 
of the method of Biggs and Macfarlane (1953) and Bidwell 
(1953), in which the residual clot is estimated (after the 
chosen period of incubation) as tyrosine by the method 
of Folin and Ciocalteu (1927). Care was taken to make 
the estimation as soon as possible after taking the 
sample of blood, which was immediately cooled in 
melting ice and kept at 0°C until used (Fearnley et al. 
1952). 

The periods of incubation chosen were at first 6, 12, 
18, and 24 hours, with an estimation at 1 hour to 
establish an initial value for the clot. Later, after the 
pattern had been followed in 20 people, estimations were 
made only after 1 hour’s and 24 hours’ incubation. The 
subjects of the experiment were 25 healthy people 
(12 men and 13 women) aged 19-56. For the first speci- 
men (non-fatty meal) they were instructed to avoid 
fat and fatty foods—e.g., butter, eggs, bacon, and cream 

for breakfast, but it was not a rigorously fat-free 
meal. The fat-containing meal varied in composition. 
Subjects 13, 20, 22, and 25, fond of fat, took fat in 
excess. The remainder had an average breakfast con- 


TABLE I-—-INHIBITION OF IN-VITRO FIBRINOLYSIS AFTER A 
FAT-CONTAINING MEAL 


Subject Age Sex After fat- After fat- 
no. (yr.) : poor meal containing mea! 
1 50 M 100 63 
2 26 M 72 27 
3 28 M 53 25 
4 25 ~{ 61 34 
5 29 F 84 22 
6 31 F 55 42 
7 23 F 100 20 
s 25 F 100 15 
9 47 M 42 15 
10 22 F 80 20 
11 24 F 50 12 
12 34 M 78 23 
13 46 F 75 21 
14 25 F 92 31 
15 19 F 100 41 
16 28 M 68 32 
17 28 F 75 19 
18 23 F 79 12 
19 55 F 92 37 
20 45 F 56 44 
2 37 M 66 18 
22 45 M 100 24 
23 56 M 87 42 
24 40 M 64 31 
25 42 Ik 100 10 


Values given show percentage of fibrin clot lysed in vitro after 
24 hours’ incubation. 
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taining fatty foods such as eggs and bacon and buttered 
toast. Blood was taken in each case 3'/,-4 hours after 
the meal. 
Results 

Table 1 shows that in all the cases fibrinolysis was 
conspicuously inhibited after a fat-containing meal. 
The degree of inhibition varied from one person to 
another; but, since no standard meal was given, it is 
impossible to say from these results whether the variation 
was due to individual factors or to the amount of fat 
ingested. In general, however, the degree of inhibition 
varied in proportion to the degree of lipemia, measured 
grossly by plasma turbidity. Further studies are being 
made in an attempt to correlate more exactly the lipid 
content of the plasma and the degree of inhibition. 


Discussion 


It is clear that the presence of fat in the plasma 
considerably inhibits fibrinolysis in vitro. Further 
evidence that plasma-fat is responsible for the inhibition 
is the observation that cream added in vitro to non- 


-EFFECT OF ADDED FAT EMULSION (CREAM) ON 
IN-VITRO FIBRINOLYSIS 


TABLE It- 


Fibrinolysis in 24 hr. (%) 


Subject no. 


vere : Plasma 1/10 vol. 2% 
Native plasma cream 

1 68 21 

9 100 50 


In this experiment the effect of the addition of a smal] amount of 
cream to two plasmas from persons who had abstained from fats 
was tested by adding 1/10 vol. of a 2% suspension of cow’s cream 
to the plasma before testing. The figures represent the percentage 
of clot lysed in 24 hours’ incubation. 


lipemic plasma inhibits fibrinolysis and that heparin in 
vivo, by ‘‘ clearing ’’ the plasma, restores the fibrinolytic 
activity (tables m and m1), but these observations require 
further verification. 

It has also been observed that exercise, a potent 
activator of fibrinolysis (Biggs et al. 1947), reverses to 
some extent the inhibitory effect of lipwmia (table rv). 

At present two principal hypotheses are current 
concerning the etiology of atherosclerosis: (1) the 
dietary hypothesis (Katz 1952, Keys 1952) lays emphasis 
on the role of dietary fat ; whereas (2) the histopatho- 
logical hypothesis ascribes atheroma and atherosclerosis 
to the incorporation of intimal surface deposits of fibrin 
(Duguid 1948, 1949, 1954, 1955, Crawford and Levene 
1952, Harrison 1948, Geiringer 1951). 

Common ground between these two hypotheses has 
been difficult to find, but the present results suggest a 
possible connection in that lipemia, by inhibiting 
fibrinolysis and thus preventing the dissolution of 
intimal deposits of fibrin, leads to incorporation of the 
deposits. 

The contention of Keys (1953), that the mortality 
from degenerative heart-disease in a population is related 
to the proportion of the caloric intake provided by fat, 
is supported because, clearly, the greater the intake of 
fat the more continuous will be the inhibition of fibrino- 
lysis and therefore the higher the incidence of atheroma 
and/or thrombosis. 

The relation of physical activity to fibrinolysis and 
atherosclerosis is of interest. There seems to be a lower 
incidence of coronary heart-disease in people in the more 
physically active occupations (Morris et al. 1953); and 
there has been a true increase in the incidence of coronary 
heart-disease, which is not due simply to an increase of 
coronary atheroma (Morris 1951). Inhibition of fibrino- 
lysis could have two effects: (1) a long-term one in 
relation to atherosclerosis on Duguid’s basis; and (2) a 
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TABLE III-—-EFFECT OF INTRAVENOUS HEPARIN ON FIBRINO- 


LYTIC PROPERTIES OF PLASMA AFTER A FAT-CONTAINING 
MEAL 
Fibrinolysis in 24 hr. (%) 
Fasting After fatty meal After heparin 
100 10 38 5 ‘ 


In this experiment a subject was tested fasting. He then received 
a fatty meal, which inhibited in-vitro fibrinolysis in plasma taken 
4 hr. after the meal. He next received heparin 10,000 1.U., and a 
further sample of plasma was taken 20 minutes later. This sample 
was completely clear optically and showed a conspicuous return of 
fibrinolytic activity. 


vitally important one in the actual thrombotic episode, 
when it must be supposed that fibrinolysis is completely 
inhibited. 

The lower incidence of atherosclerosis in the more 
primitive races (Higginson and Pepler 1954, Kimura 
1954) and in peasants (Poppi and Postelli 1954) may be 
related not only to their low intake of fat but also to their 
generally greater physical activity compared with their 
more ‘‘ civilised ’’ or better-off fellow men. It is possible, 
too, that physical activity may have played a part with 
the dietary restriction of fat in reducing the incidence of 
coronary heart-disease in the occupied European countries 
during the 1939-45 war (Malmros 1949, Strom and 
Jensen 1951). Perhaps in Eskimos also much physical 
activity mitigates the effects of a high-fat diet. 

The occurrence of severe atheroma in diabetes, 
nephrosis, and essential hyperlipemia may possibly be 
more adequately explained on the basis of inhibition of 
fibrinolysis, whereas in steatorrhcea atheroma is rare 


IV-——-EFFECT OF EXERCISE ON IN-VITRO FIBRINOLYSIS 
AFTER A FAT-CONTAINING MEAL 


TABLE 


Fibrinolysis in 24 hr. (%) 
Subject no. 
Before exercise { After exercise 


2 33 42 
3 33 50 
6 38 60 
12 37 ° 65 


This table shows the partial activation of fibrinolysis by exercise 
after inhibition by ingesting a fatty meal. The subjects took a fat- 
containing breakfast on the day of the test. 3'/, hours after the 
meal a sample of blood was taken, and the fibrinolytic activity of 
this was determined after 24 hours’ incubation. The subject next 
went for a brisk walk for 15-30 minutes, and the fibrinolytic activity 
was again determined after 24 hours’ incubation. 


(Arnott 1954) and alimentary lipemia is unlikely to 
develop. d 

Further, in cirrhosis atheroma is said to be unusual 
(Creed et al. 1955) and fibrinolysis is more than usually 
active (Kwaan et al. 1956). 

Finally, the relative frequency of attacks of coronary 
thrombosis in the evenings or after retiring to bed may 
possibly be related to these observations. Inhibition of 
fibrinolysis will then be greatest as a result of the 
lipemia induced by a heavy evening meal and physical 
inactivity. 

The role of inhibition of fibrinolysis in the etiology and 
pathogenesis of atheroma and coronary thrombosis must 
be regarded as only one factor in diseases which are 
probably due to multiple causes acting by diverse 
mechanisms. 

Grateful thanks are due to Miss I. A. Behrmann for much 
careful technical assistance. 


ADDENDUM 


Since this article was written, further work has shown 
that the lipemia resulting from the ingestion of arachis 
oil or maize oil (unsaturated fats) does not inhibit 
fibrinolysis in vitro. This suggests that the form of fat 
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ingested is of importance in the pathogenesis of athero- 
sclerosis, as held by Bronte-Stewart et al. (1956) and 
Sinclair (1956). 
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HYDROCORTISONE VERSUS 
PREDNISOLONE IN RHEUMATOID 
ARTHRITIS 


M. FIsHER 
B.Se., M.B. Lond. 
REGISTRAR, SHEFFIELD CENTRE FOR THE INVESTIGATION AND 
TREATMENT OF RHEUMATIC DISEASES 

Tue first report of the effects of prednisone ( A}-corti- 
sone) and prednisolone ( A!-hydrocortisone) in rheuma- 
toid arthritis was published in January, 1955 (Bunim 
et al. 1955). It is now generally agreed that the A! 
derivatives are not only more potent weight for weight 
than their parent steroids but also often confer benefit 
when the latter have ceased to do so. To assess their 
long-term value controlled trials will be necessary. 

In the cortisone-aspirin trial of the Empire Rheuma- 
tism Council (1955) and the joint Medical Research 
Council and Nuffield Foundation (1955) aspirin-cortisone 
trial, the results at one and two years did not differ from 
those at the end of the first six months. 

The results of a six-month trial of prednisolone, using 
hydrocortisone as the control therapy, are described here. 


The Patients 

25 patients with disabling progressive rheumatoid 
arthritis of three or more years’ duration were allocated, 
by random choice, to either the hydrocortisone or the 
prednisolone treatment group. The distribution is shown 
in table 1. This table and the assessments at week 0 
(table 11) show that by chance the two groups were well 
matched. 

Method 

The candidates for the trial had all been under observa- 
tion for a considerable time. After acceptance for the 
trial a coin was spun, under the supervision of a referee, 
to decide their therapy. The starting dose for hydrocorti- 
sone was 50 or 60 mg. daily, and for prednisolone 15 mg. 
daily, in divided doses. These doses were reduced in 


most cases on account of either side-effects (moonface 
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and dyspepsia) or relief of symptoms. In no case did the 
daily dose fall below 40 mg. and 10 mg. respectively. The 
average daily doses for the two groups in the month 
before assessment at the 12th and 24th week were: 
hydrocortisone 47-5 mg. and 46-6 mg., and prednisolone 
12-9 mg. and 13-2 mg. 


Assessment 


The patients were examined at weeks 0, 2, 4, and at 
least at monthly intervals subsequently. No patient 


TABLE I-——-DISTRIBUTION OF PATIENTS TO TREATMENT GROUPS 
Sex 
5 a Average 
Group No, Average duration of 
K M age (yr.) disease (yr.) 
Hydrocortisone 12 11 1 44°5 (27-58) 8-8 (3-18) 
Prednisolone .. 13 12 1 48 (32-62) 10-1 (3-28) 


failed to attend for these assessments. The assessments 
at weeks 0, 12(+2), and 24(+2) are shown in table m. 

The decrease in the erythrocyte-sedimentation rate was 
pronounced in each group (considerably more than twice 
the standard error of the differences at weeks 0 and 24) 
but there was an insignificant difference between the 
two groups. Conventional statistical analysis of the 
hamoglobin levels does not suggest that the improvement 
in either group was significant. The grip (measured on a 
rolled-up sphygmomanometer cuff inflated to 15 mm. Hg) 
appears to have improved somewhat, but because of the 
wide range of the scatter the increase is well below the 
level of statistical significance. The relatively greater 
functional capacity of the prednisolone group at week,12 
was less apparent at week 24. 


Radiologieal Findings 

Radiographs were taken of the hands and feet at the 
beginning of treatment and at week 244-2. The pairs 
of radiographs for each patient were presented for reading 
with the names and dates covered. One observer noted 
increased erosions in two hand films ; these proved to, be 


TABLE II ASSESSMENTS BEFORE AND DURING TREATMENT 


Week 0 Week 1242 Week 24+2 


Erythrocyte-sedimentation rate (mm.in Ist hr., average, Wintrobe) : 


Hydrocortisone 41 (15-53) 21-2 (2—47) 29 (8-52) 
Prednisolone 39 (23-52) 19 (4-451) 26 (4-46) 


Hb (g. per 100 ml., average) : 


Hydrocortisone 13 12-5 2 
(9-5—15-5) (8-1-15-8) (7-6-17°5) 
Prednisolone 12-7 13-8 14:3 
(9-6- 14-8) (11-1—15-7) (12-0—16-3) 
Grip (mm. Hg): 
Hydrocortisone 
Right 85 (40-210) 101 (50-195) 97 (50-210) 
Left 93 (40-260) 103 (20-230) 94 (50-210) 
Prednisolone 
Right 95 (50-245) 118 (5@—300) 117 (60—280) 
Lett 92 (50-225) 112 (40-300) 105 (40-280) 
Joints actively affected (average no.)* : 
Hydrecortisone 9-5 (3-17) 5-5 (2-10) 5-5 (2-8) 
Prednisolone 11 (3-14) 4-8 (0-9) 5:7 (3-10) 
Functional capacity : 
Cc D-C Cc D-C Cc D-C 
Grade 5t 0 0 0 0 0 0 
9 4 1 2 1 0 0 0 
3 10 9 6 2 6 4 
2 1 2 5 il 6 9 
1 0 0 0 0 0 0 
C = hydrocortisone. D-C = prednisolone. 


*A joint was considered “‘ active ’’ if it was subject to pain and 
stiffness which was aggravated by rest and eased by movement. 

+ Grade 1, normal functional capacity for age. Grade 2, minor 
disability (able to do all but heavy work for hands and legs). 
Grade 3, major disability (able to do only very light work, 
locomotion difficult) Grade 4, virtually confined to house 
but able to attend to personal needs. Grade 5, entirely depen- 
dent on others for dressing and locomotion. 
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TABLE III—AVERAGE BLOOD-PRESSURE (MM. HG) 


Group Week 0 Week 12+2 Week 24 +2 


130 (110-165) 135 (120-160) | 135 (115-160) 
80 ( 70 G90) 8&5 ( 70 105) 80( 70 945) 


Hydrocortisone 


130 (105-155) 135 (110-165) | 135 (100-200) 
80 ( 65 90) 80 ( 70 110) 85 ( 70 105) 


Prednisolone 


the 24th-week radiographs of a hydrocortisone patient 
and a prednisolone patient. Two other observers working 
together picked out the same two films. They noted a 
third which showed a small increase in one internal 
erosion at the base of a proximal phalanx ; this proved 
to be the film of a prednisolone patient. Six months is 
too short a period in which to expect considerable changes 
in the radiographic appearances of the joints of rheuma- 
toid arthritics in whom the disease is of long standing. 


SIDE EFFECTS 
Dyspepsia 
+1 patient receiving prednisolone suffered severe dys- 
pepsia, and 7 of each group complained of moderate 
dyspepsia. 
Moonface 


Rounding of the face of comparable degree was noted 
in 9 patients of each group. 


TABLE IV—AVERAGE BODY-WEIGHTS (KG.) 


Group Week 0 Week 12 +2 Week 2442 


Hydrocortisone 58 (45-80) 62 (50-78) 62 (51-79) 


Prednisolone 56 (39-69) 58 (38-73) 59 (38-74) 


CGidema 

Pitting edema about the ankles was noted in 1 patient 
of each group. A 2nd patient in the prednisolone group 
developed cedema which extended up to the knees and 
which did not entirely disappear during the night. There 
was no sign of cardiac or renal disease in this patient. 


Blood-pressure 
Average blood-pressures are shown in table m1. The 
only case of hypertension was in the prednisolone group. 


Body -weight 
Average body-weights are shown in table tv. No 
control was kept of the patients’ diet, and small differences 
in weight cannot therefore be used as an index of fluid 
retention. 
Discussion 


The doses used—hydrocortisone 40-60 mg. daily and 
prednisolone 10-15 mg. daily—are those that are generally 
becoming recognised as the maximum safe doses for 
prolonged maintenance therapy. 

The results reveal no notable difference between the 
two groups in any index of improvement, but in each the 
leaning is towards prednisolone. Has this slight advan- 
tage been bought at any added cost in side-effects? This 
trial does not suggest so, but the 1 patient receiving 
prednisolone who had severe dyspepsia recalls the 
findings of others that the A! analogues favour the onset 
of peptic ulcer and its complications. 

If it is assumed—as it must be from the evidence~of 
controlled trials—that cortisone acetate and hydrocorti- 
sone do not favourably influence the course of rheuma- 
toid arthritis (West and Newns 1954), then is it justifiable 
to administer prednisolone, in the questionable hope of 
long-term improvement, despite a serious risk of dyspepsia 
and moonface ? 
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Corticosteroid hormones are prescribed for severe 
dishearten.ng cases because of the great subjective benefit 
and increase in functional capacity that they bring about 
for a short time ; but whether such therapy is justified, in 
view of the hazards and the secondary adrenocortical 
involution, is far from clear. 

Summary 

25 patients with severe rheumatoid arthritis of long 
standing were treated with prednisolone or hydrocortisone 
for six months. Hydrocortisone was used as a therapeutic 
control. 

The patients were allocated to one or the other group 
by chance and the average daily doses were prednisolone 
13 (10-15) mg. and hydrocortisone 48 (40-60) mg. The 
groups proved comparable at the start. 

Assessments at the 12th and 24th weeks suggested that, 
in the condition of the trial, the prednisolone group 
fared slightly better. 

The results have not justified prolonged prednisolone 
therapy for these patients. 

I wish to thank Dr. H. F. West for permission to publish 
this paper; Dr. West and Dr. G. R. Newns for their help in 
the clinical work ; and Boots Pure Drug Co, Ltd. and Upjohn 
of England Ltd. for the supply of prednisolone and 
hydrocortisone, . 
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RENAL involvement in scleroderma has been viewed 
as a pathological rarity (Middleton 1953, Allen 1951, 
1954). Indeed, Beerman (1948), reviewing the then recent 
published reports on visceral manifestations of selero- 
derma, provided a sole reference (Bevans 1945) to renal 
changes. Moore and Sheehan (1952) published the first 
comprehensive histological description with illustrations 
from 3 cases terminating in uremia. These workers 
referred to 8 similar published cases and pointed out that 
rather specific lesions of the renal cortical arteries occur 
in an unknown proportion of cases of scleroderma. 
There are only two subsequent specific references 
(Conestabile and Natale 1953, Bartels et al. 1955), each 
with a detailed histological account of 1 case. The case- 
report of Conestabile and Natale, however, purported to 
demonstrate glomerular lesions closely resembling those 
of Ellis type-2 nephritis, which Enticknap (1952) had 
also briefly recorded in a case of scleroderma. 

From these reports a clinical counterpart emerges: at 
any stage in the course of scleroderma uremia may ensue 
and the patient die in a few weeks or less. For this 
reason the therapeutic risk of cortisone and corticotrophin 
in scleroderma is gaining recognition (Sharnoff et al. 1951, 
Lunseth et al. 1951, Beigelman et al. 1953, O’Leary and 
Erickson 1953, Schroeder 1953, Bartels et al. 1955) and 
is well exemplified in the following case-report of true 
*“« scleroderma kidney.’’ This complication of scleroderma 
is characterised by rapid destruction of renal tissue due 
to an acute or subacute version of focal and minor renal 
cortical necrosis. 
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Case-report 

A housewife, aged 57, was admitted to Christchurch 
Hospital on June 9, 1955, with typical acrosclerosis of recent 
onset for cortisone therapy. She had enjoyed good health 
with no salient illness up to February 1955, when she was 
compelled to spend two weeks in bed with “ influenza.” 
Her symptoms then were sore throat and pains in the muscles 
and knee-joints, accompanied by pyrexia. Subsequently she 
could sit out of bed but not stand or walk, because of pain 
and stiffness in the lower back, pelvic girdle, thighs, and knees. 
Her only other symptoms were increasing stiffness and weak- 
ness in the hands and occasional paresthesiw in the fingers. 
She had no fully developed Raynaud phenomenon and no 
difficulty in mastication or deglutition. 

On admission she was of moderate physique, with a waxy 
pale face, which had assumed a “ drawn’ expression from 
induration in the malar regions. She had conspicuous ectro- 
pion of the lower eye-lids, a pinched appearance of the mouth, 
and obliteration of the facial creases. Her tongue, although 
apparently normal, could not be fully protruded. Her hands 
and feet showed moderate classical sclerodactyly but, except 
for the manubrial region, no scleroderma was demonstrable 
on her neck or her trunk. She had no associated pigmentation, 
vitiligo, telangiectasis, subcutaneous calcinosis, pernio, or 
cataract. No noteworthy features were found in the remain- 
ing systems. Her blood-pressure was 130/70 mm. Hg. No 
abnormality was detected on routine examination of her 
urine. 

Investigation was designed to exclude an underlying neo- 
plasm, to assess visceral and arthritic involvement, and to 
determine the safety of administration of cortisone. Exami- 
nation of the blood showed Hb 67% (Sahli), red cells 3,600,000 
per c.mm., white cells 7000 per c.mm. (differential count 
normél); erythrocyte-sedimentation rate 51 mm. (Wintrobe) 
in 1 hour ; and Wassermann reaction negative. Radiography 
showed normal lung fields and heart ; osteo-arthritic lipping 
of the anterior edges of pll and 12, and Ll and 2 vertebre, 
lipping posteriorly of the lower edges of L5 vertebra; con- 
siderable decalcification of all the bones of the hands and 
wrists, with normal joint spaces and no calcinosis; normal 
shoulder-joints ; and narrowed patellar joint-spaces, with some 
decalcification but no lipping or calcinosis of the knee-joints. A 
barium swallow and meal showed cardiospasm but no organic 
lesion. Opaque swallow showed a delay of about two minutes 
at the cardiac end of the esophagus but no dilatation, deform- 
ity, or hiatus hernia. A barium enema was unsuccessful because 
the patient did not feel fit enough to codperate, but there 
seemed to be a constriction about 12 inches from the rectum. 
Sigmoidoscopy to verify this point was not done. Electro- 
cardiography showed flattened T waves in standard and 
augmented leads. The serum-electrolyte levels (sodium, 
potassium, calcium, chloride, and bicarbonate) were normal. 
The blood-urea level was 24 mg. per 100 ml. The serum- 
protein level -was 5-6 g. per 100 ml. (albumin 3-0 g. per 
100 ml.); thymol turbidity, zinc sulphate, and barbitone 
flocculation tests were normal ; serum-bilirubin level 0-35 mg. 
per 100 ml., alkaline phosphatase 4-5 King-Armstrong units, 
and serum-cholesterol level 235 mg. per 100 ml. A benzidine 
test for occult blood in the stools was negative (three speci- 
mens). A catheter specimen of urine contained a dense cloud 
of albumin, scanty red cells, leucocytes, and a few cellular 
and granular casts. No organisms were obt~ined on culture. 

Treatment and Course.—On admission the patient received 
calcium aspirin gr. 10 five times daily for a week, with only 
slight relief of the backache and pains in the knees. A course 
of oral cortisone 25 mg. four times daily was then begun. 
During the first fortnight of cortisone therapy the patient’s 
appetite improved, her weight increased from 103 to 114 lb., 
her fingers became more flexible, the paresthesize disappeared, 
and she could stand and sit out of bed. There was, however, 
no objective change in the acroscleroderma. The serum- 
electrolyte levels were still normal, but the blood-urea level 
had now risen to 59 mg. per 100 ml. A few granular casts 
persisted in the urinary sediment, but there was no increase 
in the albuminuria and no glycosuria. In view of the develop- 
ment of azotemia the benefit versus the danger of continuing 
cortisone therapy was now appraised. It was decided to 
compromise by continuing this treatment for a further week. 
The blood-urea level was then 82 mg. per 100 ml., so cortisone 
was withheld. At this point there was no alteration in the 


serum-electrolyte pattern, in particular no hyperkalemia 
(serum-potassium level 3:6 m.eq. per litre). The blood- 
pressure was normal, and there was no cedema. 


As regards 
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Fig. |—Intralobular artery with “ onion-skin ” appearance from acute 
cedematous concentric, gross, intimal thickening. Some surrounding 
tubules appear dilated. 


further treatment, 3-hydroxy-2 phenyleinchoninic acid was 
considered to be unsafe while there was impaired renal 
function, but p-aminobenzoic acid was contemplated for later 
use. No further treatment, however, was given. A week 
later (July 14, 1955) the patient’s condition began to deter- 
iorate, shown by incipient drowsiness, an unexpected reduction 
in the output of urine, nausea, vomiting, and diarrhea. 
Frank uremia was now present. The blood-urea level was 
216 mg. per 100 ml. By July 18, despite progressive uremia 
clinically, the blood-urea level had fallen to 159 mg. per 
100 ml. with an altered, but scarcely abnormal, serum- 
electrolyte pattern. Although the serum-sodium and serum- 
chloride levels were virtually unchanged, the serum-potassium 
level (5-2 m.eq. per litre) was now at the upper limit of normal. 
The patient died that evening. 

Necropsy eighteen hours after death showed undue pallor, 
tenseness of the skin in the peripheral sites, slight eversion 
of the lower eye-lids, and cedema of the chest wall and lower 
limbs. The tongue, thyroid gland, and larynx were normal. 
The trachea and bronchial tree were very clean. The breasts 
were normal. The pleura contained a large effusion of clear 
fluid on the right side and a smaller one on the left. The 
lungs were normal, including cut surface. The pericardium 
contained an effusion of about 300 ml. The heart (306 g.) 
was normal externally and on section, the coronary arteries 
being patent and normal for the patient’s age. The liver 
(1396 g.) showed a normal cut surface. The spleen, pancreas, 
adrenal glands, and alimentary tract, bladder, uterus, and 
ovaries were normal. The right kidney weighed 114 g. and 
the left 135 g. The capsules stripped easily, leaving a finely 
granular surface, suggesting arteriosclerosis. The cut surface 


Fig. 2—Intralobular artery showing moderate intimal proliferation 
resembling Wharton's jelly. 
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showed a slight reduction in the distinctness of the cortico- 
medullary markings, with small pale dots and streaks in 
the cortex. 

Histology.—The skin and the kidneys were, the only struc- 
tures providing unequivocal evidence of scleroderma. Portions 
of skin from four representative areas, where scleroderma 
had been determined clinically, were examined microscopi- 
cally. Of these the skin of.the palm of the hand differed 
from the rest in showing no evidence of scleroderma. The 
skin from the side of the left foot, the back of the left knee, 
and the anterior wall of the chest was characteristic of 
scleroderma. The renal histology corresponded closely to 
the description given by Moore and Sheehan (1952). The 
main lesion was gross intimal thickening of many of the 
intralobular arteries, causing narrowing of the lumina (figs. 1 
and 2). This had caused numerous areas of focal cortical 
necrosis (fig. 3), which varied in size from isolated glomeruli 
showing acute infarction to areas of complete necrosis of all 
the tissues. In addition there were numerous areas composed 
of atrophied dilated tubules, with slight intertubular fibrosis. 
The second lesion was fibrinoid necrosis of the glomerular 
afferent arterioles and the distal parts of the intralobular 
arteries (fig. 4). Some arterioles showed a combination of 
the two lesions (fig. 4). No ‘wire-loop”’ lesions of the 
glomeruli were seen, although they have been considered to 
be a recognised type of lesion in scleroderma (Bevans 1945, 
Allen 1951, 1954). The identification of such lesions in 
scleroderma has been questioned by Enticknap (1952), who 
contended that they closely resemble the glomerular changes 





Fig. 3—Focal infarction of renal cortex showing degeneration of tubules 
and glomeruli in central! part. 


of Ellis type-2 nephritis ; but we detected no glomeruli with 
these changes. Representative parts of the alimentary tract 
were scrutinised. The sections of the tongue and jejunum 
were normal, and there were surprisingly few changes in the 
esophagus. These included a few small foci of round-cell 
infiltration at the lower border of the epithelium and slight 
collections of cells round the capillaries. The liver showed 
no fibrosis, but there were centrilobular changes due to con- 
gestive heart-failure and the parenchymal cells contained more 
bile pigment than usual. The hepatic arterioles were normal, 
The myocardium showed no fibrosis and normal arterioles. 
The aorta was normal, but the femoral artery showed a little 
medial calcification. The femoral nerve appeared normal. 
The sections of the spleen were normal, including its small 
vessels, except for a moderate unexplained deposition of 
hemosiderin. The lungs on section showed a little organised 
intra-alveolar exudate and some phagocytic cells but normal 
small vessels and no fibrosis. The pituitary, thyroid, and 
adrenal glands, pancreas, and ovaries were all normal, apart 
from small colloid adenomata in the thyroid gland. The 
quadriceps muscle showed no abnormality except intimal 
thickening in one small vessel. 


Discussion 


Our observations, taken in conjunction with those of 
Bartels and colleagues (1955) and of Gonzalez Salvatierra 
(1955), reaffirm that there are specific renal vascular 
lesions (Moore and Sheehan 1952) in some cases of 
scleroderma when uremia supervenes. The intralobular 
arteries characteristically exhibit two standard lesions. 
Proximally, these vessels show a concentric mucoid 


ORIGINAL ARTICLES 





[suLty 7, 1956 2] 





Fig. 4—Afferent arteriole showing representative “‘ combination lesion ”’ 
of intimal thickening and fibrinoid necrosis. 


intimal thickening with gross reduction of the lumen. 
Peripherally, the intralobular arteries, in common with 
some of the afferent arterioles, show fibrinoid necrosis of 
the media and intima. Thirdly, there are renal cortical 
ischemic lesions, varying from fresh to old infarcts, as 
well as areas of tubular degeneration with intertubular 
fibrosis. These histological features, with the reservation 
that fibrinoid necrosis was less prominent, .were well 
exemplified in our patient, and have been fully described 
by Bartels et al. (1955). 

Though the descriptive term ‘“ scleroderma kidney ”’ 
is justified, it must be pointed out that, in apparently 
similar clinical circumstances, it is an inconstant necropsy 
finding. Less pure varieties or even alternative renal 
changes have been observed by other workers: “ wire- 
loop ’’ glomerular lesions (Bevans 1945, Allen 1954), so 
typical of acute disseminated lupus erythematosus, were 
not found in the 3 cases of Moore and Sheehan (1952), 
the case of Bartels et al. (1955), or in our patient. Again, 
renal vascular lesions resembling those of periarteritis 
nodosa (Platt and Davson 1950, Leinwand et al. 1954) 
but not observed by Moore and Sheehan (1952) or Bartels 
et al. (1955), were exhibited by one of the intralobular 
arteries in our patient. Such observations, taken in 
conjunction with reports of ‘ wire-loop’’ glomerular 
lesions (Bevans 1945, Allen 1954), in scleroderma suggest 
an overlap in the renal vascular lesions among certain 
collagen diseases. Finally, as already stated, both 
Enticknap (1952) and Conestabile and Natale (1953) 
described single cases displaying the glomerular changes 
of Ellis type-2 nephritis. Neither Moore and Sheehan 
(1952) nor Bartels and colleagues (1955) mention these 
changes, which we could not identify in our study. 
However, renal vascular lesions in scleroderma terminated 
by uremia can be pathognomonic. Indeed, when one 
of our slides of the kidney was examined by another 
pathologist, who had no knowledge whatsoever of our 
case, he immediately identified it as an example of 
“scleroderma kidney.’’ There is, therefore, a specific 
renal histological pattern for scleroderma complicated by 
uremia just as for periarteritis nodosa and acute 
disseminated lupus erythematosus even when these are 
unaccompanied by uremia. 

Clinically the present case permits certain speculations 
and conclusions. Evidence is advanced that the renal 
changes can be early and prominent in scleroderma. 
Albuminuria and granular casts in the urine were detected 
on the patient’s admission to hospital about four months 
after the clinical onset of acroscleroderma. Since there 
was no associated hypertension and no history or symp- 
tom of renal disease to fit another etiology, we attributed 
these renal abnormalities to scleroderma with reluctance. 
Though renal changes have never been regarded as 
among the earliest, the rapid progression is indicated by 
the fact that, although the blood-urea level was normal 
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on admission to hospital, the patient died in uremia 
five weeks later. The only other signs demonstrable 
were cardiospasm without associated organic changes, an 
electrocardiographic pattern consistent with myocardial 
ischemia, and a slight but definite delay in the progress 
of the barium enema at about 1 ft. from the rectum. 
Yet at necropsy there were no demonstrable correspond- 
ing changes at any of these sites, in contrast to the 
severe and extensive renal lesions. 

As regards the incrimination of cortisone, it is apposite 
but not at all decisive that, both in our patient and in 
the one described by Bartels et al. (1955), moderate 
azotemia, although appearing during corticosteroid 
therapy, progressed to death even although this treat- 
ment was stopped before the clinical onset of uremia. 
It can, however, be safely concluded that neither the 
exclusion of azotzemia just before the administration of 
cortisone nor the cessation of this therapy during mod- 
erate azoteemia will reliably obviate death from uremia. 
An attempt to assess any contributory réle of cortisone 
is at once rebuffed by the fact that an almost equally 
accelerated fatal ursemia ensued in the 3 cases described 
by Moore and Sheehan (1952) where cortisone was not 
administered. 

Summary and Conclusions 

A case of true “ scleroderma kidney ’’ is reported in 
which uremia unexpectedly supervened five months after 
the clinical onset of acroscleroderma. 

Mild renal involvement in scleroderma was suspected 
when the blood-urea level was normal and _ before 
cortisone treatment was begun. 

During this treatment moderate azotemia developed, 
and, although cortisone was withheld, the patient died 
a week later in ursemia. 


PRELIMINARY COMMUNICATION 
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Histological study revealed the renal vascular lesions 
which are specific for scleroderma, but histological 
evidence of other visceral lesions was not found. This 
suggests thats the renal involvement may overshadow 
other visceral manifestations pathologically as well 
as clinically. 

The relevant published reports of these poorly recog- 
nised renal lesions is briefly discussed. Such lesions in 
scleroderma ending in uremia, although inconstant and 
occasionally impure, can be pathognomonic. True 
scleroderma kidney is characterised by a rapid destruction 
of kidney tissue due to an acute or subacute type of 
focal and minor renal cortical necrosis. 


It is a pleasure to record our appreciation to Prof. H. L. 
Sheehan for his detailed report on the renal histology which 
assisted us in the preparation of this paper. 
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Preliminary Communication 


GLOMERULAR CHANGES INDUCED BY 
STILBOSTROL 
In studying the effects of long-continued stilbestrol 
administration on male guineapigs, a change was noted 
in their renal glomeruli. A similar change in the human 
kidney has been previously described. 
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Fig. |—A glomerulus from an untreated male guineapig. (Alcian blue, 


P.AS. x 365.) 


This glomerular change has been found so far in all of 
28 guineapigs treated for three months or more with 
subcutaneous implants of 15 mg. of stilbcestrol renewed 
as necessary (three-monthly on the average). There is 


proliferation of cells and the formation of laminated 
extracellular material evenly distributed in the inter- 
capillary (mesangial) spaces of the glomerular tuft. The 
degree of proliferation varies from case to case but in 


Fig. 2—A_glomerulus from a male guineapig treated with stilbcestrol 
for 19 months from the age of 12 months. (Alcian blue, P.A.S, 365.) 
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REVIEWS 
any one case most of the glomeruli are affected to the same 
degree. The capillary spaces in the tuft are narrowed, 
and eventually almost disappear, and ischemia of the 
intertubular capillaries (demonstrable by selective stain- 
ing of erythrocytes) is produced. The laminated glome- 
rular mass is stained red by periodic acid leucofuchsin 
(P.A.S.); nuclei are scattered in it but no cell boundaries 
can be seen ; it contains no collagen, reticulum, amyloid, 
or glycogen, and is not stained metachromatically with 
toluidine blue. The laminz appear continuous with the 
basement membrane and at the vascular pole the glome- 
rular mass is continuous with the media of the afferent 
arteriole. No other blood-vessels in the affected kidneys 
show any constant changes. Glomeruli from an untreated 
and from a treated animal are shown in figs. 1 and 2. 

By means of a technique (to be published) combining 
Alcian blue, orange G, and hemalum with the P.a.s. 
stain, the epithelial cells of the glomerular tuft can be 
identified by the blue staining of their cytoplasmic pro- 
cesses. In frozen-dried preparations their central cyto- 
plasm is sometimes stained yellow. In this way it can be 
verified that the proliferating cells are separated from 
epithelium by a basement membrane, suggesting that 
they may be derived from endothelium or from the 
so-called intercapillary cells. 

Endothelial cytoplasm can sometimes be seen in frozen- 
dried sections ; it is not stained red by P.a.s. but takes 
orange G. On the other hand, intercapillary cells in the 
normal glomerulus, both in the guineapig (where they 
are plentiful) and in man (where they are few"), are 
P.A.S.-positive, and like the proliferated mass found in 
the glomeruli of stilbeestrol-treated guineapigs they appear 
laminated. The intercapillary cell has been established 
as a type distinct from endothelium by Yamada,? 
studying electron micrographs of mouse kidney. He 
described it as being within the basement membrane but 
not in contiguity with blood spaces, and as having a 
fibrillar internal structure like that of smooth muscle. 
There is thus some evidence that the cells proliferating 
in the glomeruli of stilbestrol-treated guineapigs may be 
intercapillary cells rather than endothelium ; electron 
microscopy should throw light on this point. 

Kidneys from men with prostatic cancer treated with 
large doses of stilbestrol show a glomerular change 
similar to that described above. The change was absent 
from cases of prostatic cancer not so treated. There is 
no constant association with pyelonephritis, with hyper- 
tensive vascular changes, or with scarring. 

A similar glomerular change has been 
guineapig dying in the early puerperium ; 
in non-pregnant female guineapigs. 

The change resembles that described by Baird and 
Dunn ? in the glomeruli of women dying of eclampsia or 
nephritis in pregnancy. Their findings were confirmed 
by Govan,’ who furthermore found a similar change in 
women dying from other causes during pregnancy 
uncomplicated by hypertension, toxemia, or nephritis. 
These workers thought that the proliferating cells were 
endothelial. Nevertheless, it seems worth considering 
whether the change described, and possibly glomerular 
changes in other conditions—e.g., glomerulonephritis— 
may be due to proliferation of an intercapillary cell 
distinct when mature from endothelium though possibly 
of similar origin in the embryo 
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I am grateful to Dr. F. C. Chesterman and Dr. L. M. Franks 
for aecess to their histological material, and to them and 
Prof. Geoffrey Hadfield for help in the preparation of this note. 


Davip TREVAN 


Imperial Cancer Rese arc - Fund, M.B.. B.Se. 


London, N.W Lond. 
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950; p. 18. 
. Yamada, E. J. Biophys. biochem. Cytol. 1955, 1, 551. 
2. Baird, D., Dunn, J. 8. J. Path. Bact. 1933, 37, 291. 
Govan, A. D. T. Ibid, 1954, 67, 311. 
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Reviews of Books 


Textbook of British Surgery 


Vol. I: The Abdomen. Edited by Sir Henry Sourrar, 


C.B.E., D.M., F.R.C.S., consulting surgeon, London Hos- 
pital. London: Heinemann Medical Books. 1956. 
Pp. 547. £5 5s. 


By the highest standards the first volume of this 
new three-volume work deserves high praise; for clinical 
description and advice on treatment it can have few, if 
any, peers. The text is sound in substance and lucid in 
presentation ; and, though all the contributors state 
their personal preferences, fads, fancies, and prejudices 
are notably lacking. 

As regards general criticism, a glance at the contents 
page suggests that surgery in this country is still regarded 
as a craft first, as an art second, as a science a distant 
third, and as a branch of natural philosophy not at all. 
If American texts tend to go into the minutiz of the 
basic surgical sciences, this book inclines to the opposite 
extreme. Physiology and pathology are still treated as 
mere illustrations of clinical problems ; and, though this 
may not interfere with the first of the editor’s aims 
(namely, to help the student to acquire existing know- 
ledge), his second (to inspire him to add to this know- 
ledge) will suffer. Surgical anatomy is no longer the 
only groundwork on which surgeons must base their 
practice: surgical biochemistry and the endocrinology 
of operative trauma are here to stay and to dominate 
the surgeon’s labours. 

Otherwise there is little to criticise. 

To deny patients with acute cholecystitis all pain-relieving 
drugs, for fear of precipitating spasm of the sphincter of Oddi, 
would be difficult in practice: patients with acute cholecyst- 
itis rightly demand relief from their pain, which commonly is 
excruciating. 

Regarding the treatment of perforated peptic ulcer, simple 
suture is favoured. This is the orthodox view—and it may be 
the right one—but the possibility of converting by suture a 
perforated acute ulcer that might heal on its own into a 
chronic one that will not heal is not considered, and advocates 
of a conservative régime will argue that neither the rationale 
nor the technique of their method has been fairly presented. 
The formidable operation of passing a “ large-bore stomach 
tube ”’ is certainly no part of the conservative routine. 

Argentaffin tumours of the small intestine (and small- 
intestinal tumours in general) are not mentioned. Confusion 
still reigns at the cardiac orifice, and peptic cesophagitis does 
not get the attention it deserves. The statement that “‘ phrenic 
avulsion is often tried as a preliminary measure when ceso- 
phagoscopy and the use of bougies or other simpler methods of 
treating the constriction have failed ’’ demands at least passing 
reference to the serious drawbacks of this procedure. 


The merits of this work far outweigh its few deficiencies. 
Anyone reading the first volume is likely to be impatient 
for the appearance of its two companions. 


Suicide in London 
An Ecological Study. Maudsley Monographs no. 1. 
PeTER SAINSBURY, M.D., D.P.M., research assistant, 
Institute of Psychiatry, Maudsley Hospital, London. 
London : Chapman & Hall for the Institute of Psychiatry. 
1955. Pp. 116. 15s. 


In his study of suicide, Dr. Sainsbury uses the 
sociological approach; he examines the differences in 
suicide-rate in various neighbourhoods and social groups 
in London and he interprets these in terms of social and 
cultural structure. He aims to establish the hypothesis 
that suicide, like other types of behaviour, is in some 
degree determined by the social organisation in which 
the individual lives. 

He concludes from a survey of earlier work that there are 
unequivocal differences in suicide-rate between communities 
which differ socially, and that the distribution of suicide in 
a city corresponds with the areas of social disorganisation, 
high mobility, and isolation. To investigate the view that 
areas of social mobility and isolation have an unstable com- 
munity life and a correspondingly higher suicide-rate, two 
investigations were undertaken :. (1) statistical correlation of 
suicide-rates in the 28 Metropolitan boroughs and the City 
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of London, with selected indices of their social characteristics ; 
and (2) an analysis of social and other information relating 
to 409 suicides reported to the coroner for North London 
during the three years 1936-38. The findings are set out in 
a series of excellent maps and tables. 

The suicide-rate in the West End and north-west London 
boroughs was, in general, higher than that in the working-class 
areas. The former contain more people living alone in hotels 
or one-room flats and with few roots in the community, while 
the working-class areas contain mostly families in which each 
member is more firmly integrated into the group. ‘‘ The 
boroughs with the highest suicide rate have a high proportion 
of middle-class residents engaged in commercial occupations. 
They also have a high spatial mobility, with a consequent 
decrease in neighbourliness, and it is with these features that 
a high incidence of suicide seems to be associated.’’ A sig- 
nificant correlation of suicide-rates was also found for two of 
the indices of social disorganisation—divorce and illegitimacy. 
Unemployment and overcrowding rates showed no correlation 
with suicide. 


Dr. Sainsbury presents and analyses a mass of data 
with skill and clarity. If the Maudsley Monographs 
maintain this high standard they will worthily fulfil the 
aim of their parent institute ‘‘ to advance psychiatry by 
teaching and research.’””’ The monograph series will 
report work carried out in the institute and the associated 
Maudsley and Bethlem Royal Hospitals. Some of the 
monographs will be directly concerned with clinical 
problems ; others, less obviously relevant, will be in 
scientific fields studied at the institute ‘‘ because they 
provide knowledge and methods essential for the further- 
ance of psychiatry.’’ There will be three publications 
a year. 


The Chemistry of Living Cells 
HeLten R. Downes, professor of chemistry, Barnard 
College, Columbia University. New York: Harpers. 
London: Longmans, Green. 1956. Pp. 549. 45s. 

THis mature textbook of biochemistry is the outcome 
of a course given over the past twenty years at the 
Barnard College, and it is intended for graduates in 
chemistry, botany, and zoology who are entering the 
field of biochemistry. Despite the simple treatment and 
development of the subject, students lacking a basis in 
organic chemistry will inevitably find the going rough 
because of the complex ‘‘ organic chemistry ’’ of modern 
biochemistry. Yet the lucid exposition removes many 
difficulties and provides the young enthusiast with the 
inspiration and stimulus to tackle this fascinating 
subject. 

Although knowledge of the chemistry of the living cell is 
largely based upon the experimental work of the twentieth 
century, Professor Downes wisely traces the story back to the 
foundations of modern science in the Hellenic period, and this 
novel historical introduction to the “ heroes ’’ of the Greek 
tradition is admirably developed by epigrammatic reference to 
contemporary workers. The presentation of the chemistry 
of the organic constituents of cells is conventional, but the 
assembly of the material and the development of the concept 
of a dynamic intermediary metabolism is well done and 
introduces, incidentally, a description of the most up-to-date 
techniques of research. 

Opinions will differ about the emphasis placed on the various 
sections. The entire steroid field, in which there has been 
much recent work, should no longer be dismissed with a few 
structural formule, and the section dealing with the applica- 
tion of isotopes would perhaps be improved by extension. 
The brief account of chromatographic methods might lead one 
to believe that the use of this invaluable technique was limited 
to protein analysis. 


A very readable book, well illustrated, and at a 


reasonable price. 


Excitabilité neuro-musculaire et équilibre ionique 

en chirurgie et en hibernothérapie. H. 

Mme G. 
Paris : 


Intérét pratique 
Lasorit, chirurgien des hépitaux de la Marine ; 
LaBorRIT, attachée d’anesthésiologie des hépitaux. 
Masson. 1955. Pp. 102. Fr. 880. 


Tuts book is an attempt by M. and Mme Laborit to 
explain the value of * hibernotherapy ”’ 
surgery, and medicine. 


in anesthesia, 
‘ Hibernotherapy ”’ is the name 


REVIEWS OF BOOKS 
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given by M. Laborit to the use of chlorpromazine, and 
similar drugs, combined with hypothermia. 


The authors have tried to establish a correlation between 
neuromuscular excitability and certain variations in serum- 
potassium levels which they have observed after giving their 
combination of drugs. The “lytic cocktail ’’ (whose most 
active constituent is chlorpromazine) increases neuromuscular 
excitability as measured by an electronic rheotome. This is 
associated with a fall in serum-potassium; and since the 
potassium does not appear in the urine, it is assumed to have 
passed into the cells of the body, which are thus held to be 
fortified against the effects of aggression. 

The Laborits also maintain that calcium helps this process 
and they recommend the administration of calcium gluconate. 
At the same time, on rather empirical grounds, they advise 
the injection of potassium chloride in doses up to | g. daily. 

There are several diagrams and case-records which claim 
to support these views ; but they are poorly set out, and the 
reader is left in some doubt as to what confirmatory evidence 
they really do offer. One interesting point does emerge, and 
that is the effect of calcium gluconate in countering the 
hypotension which follows the use of these drugs. 

The authors point out that, though extensive estimations of 
serum-potassium, &c., may be tedious and impracticable in a 
busy hospital, the measurement of neuromuscular excitability 
is comparatively quick and simple, and from these readings it is 
possible to assess the degree of risk before operation ; and 
being forewarned remedial measures can be taken. 


Despite its many statements which the critical reader 
will not accept, the book is interesting and stimulating 
within its limits. Laborit was the first to exploit the 
central depressant properties of the phenothiazines in 
anesthesia. He thus began what could be a new 
epoch in anzsthesia, and he certainly revived an interest 
in general anesthesia from one end of Europe to another. 
His thoughts have led him to seek an explanation 
for the shock-protecting action of the drugs at the 
end-point of all pathological and physiological activity 
—the cell. In this country attention is being directed 
more towards the initiating mechanism of all these reac- 
tions, and this may well lie in the reticular core of the 
brain-stem. Laborit’s views may not be widely accepted, 
but they are a useful reminder that there are many factors 
we do not understand about shock and postoperative 
morbidity, and a challenge to us to find a solution. 


The Body Fluids 
Basic Physiology and Practical Therapeutics. J. RussELL 
ELKINTON, M.D., associate professor of medicine, 
University of Pennsylvania School of Medicine; T. 8. 
DANOWSKI, M.D., Renziehausen professor of research 
medicine, University of Pittsburgh School of Medicine. 
London: Bailliére, Tindall, & Cox, 1955. Pp. 626. 80s. 


THE authors of this book have distinguished themselves 
in the field of electrolyte studies by a sequence of 
important original contributions, of which their work on 
water depletion, on “ inactivation of cell base,’’ on the 
electrolyte changes in cardiac failure, and on the effects 
of massive alkali infusions are perhaps the most notable. 
This latest work shows that they have also had extensive 
clinical experience of electrolyte problems and have 
successfully grappled with a mass of relevant reports. 
They have indeed pl«xced specialists in this field deeply 
in their debt by providing such an up-to-date reference 
book with an exceptionally full and _ well-arranged 
bibliography. It has emerged triumphantly from a 
random application of the sortes electrolytice. 


It must be admitted that the exposition is hardly worthy 
of the excellent material. Some of the diagrams are more 
difficult to understand than the text, which is itself not 
without its obscurities. On the other hand, there is a good 
index and the general arrangement is sound, with a progression 
from “basic physiology’’ through a general account of 
electrolyte syndromes to an account of the changes to be 
expected in different types of disease and a final summary of 
clinical assessment and treatment. 


For the courageous general reader, or for the informed 
searcher for some precious nugget of information, this 
book will prove invaluable ; but we should hesitate to 
make it compulsory reading for that long-suffering 
recipient, the medical student. 
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When the worst is over 


Skill and care have won the battle, and the exhausted body 
is recuperating. It is then that Burgoyne’s Tintara may 
mean the difference between long, dragging convalescence and 
a rapid recovery. For Tintara is not only beneficial but a 


really palatable burgundy. It contains no added alcohol or 





sugar and is a natural product of sun and ironstone soil. 
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Resection for Pulmonary Tuberculosis 


THE controversy about the place of resection in the 
treatment of pulmonary tuberculosis continues, though 
perhaps it is less heated than it was ; for the two sides 
seem to be moving towards each other, which was not 
unexpected. There are indications that resection is 
being used less often in this country than it was a few 
years ago; but only extensive surveys could indicate 
whether this trend, if it really exists, is due to changing 
indications or to changing types of disease. In a 
recent investigation in the United States! case- 
histories and chest radiographs of a number of patients 
were sent to 50 thoracic surgeons and 53 chest 
physicians, who were asked to say what treatment 
they would advise. The physicians recommended 
resection almost as often as the surgeons, and resection 
was suggested ten times more often than thoraco- 
plasty. But it is common experience that what is 
recommended round the viewing-box may not be what 
is advised at the bedside, and such investigations are 
of doubtful value. 

When there is no experience on which to base 
decisions they must be made a priori. At present we 
have insufficient experience of the late effects of 
treatment by resection, and the arguments for its use 
often rest on the nature of the lesions in the lung. 
It is said, for instance, that patients with tuberculous 
nodules remaining after antibacterial treatment 
always run the risk of the disease spreading because 
the lesions contain living tubercle bacilli, and that the 
risk can be removed by resecting the lung containing 
the lesions. Tubercle bacilli, however, cannot always 
be cultured from such lesions. In their article in the 
opening pages of this issue, Sir Gzorrrey Topp and 
his colleagues record a study of 238 patients with 
localised “‘ fibronodular ”’ lesions who had part of the 
lung removed. All had had antibacterial treatinent 
with combinations of drugs, daily or intermittently, 
continuously or in courses separated by intervals of 
varying length. In 106 cases tubercle bacilli had not 
been recovered before resection; 85 (80%) of these 
produced positive smears from the specimens, but 
only 45 (42°) had positive cultures. It is interesting 
that the proportion of positive results from those in 
whom no bacilli had been obtained before operation 
was almost the same as from those in whom bacilli 
had been found. There was also little difference in 
the yield of positive results between those whose 
antibacterial treatment was continuous and those in 
whom it was interrupted; but negative results out- 
numbered positive ones in patients treated for longer 
than six months. Of 104 strains isolated from the 
specimens, 93 were sensitive to both streptomycin 
and isoniazid ; 8 were resistant to isoniazid and 3 to 
streptomycin, but no strains were resistant to both 
drugs. Sensitivity to p-aminosalicylic acid (P.A.s.) 
is not recorded. 

It has been much argued whether the bacilli seen 
in smears but failing to grow in the usual culture 
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media are alive, dead, or dormant. D’Esopo and his 
colleagues * believed that the organisms they studied 
were not viable. But many of the patients from whom 
the strains were derived had had daily streptomycin 
and P.A.S. for long periods ; and it is being increasingly 
recognised that whatever drugs are used they must all 
be given daily to ensure the least possible risk of 
resistant strains developing. The development of 
resistant strains has been described as ‘“‘ one of the 
major misfortunes that can befall the tuberculous 
patient.” * A recent study of the after-history of the 
patients treated in the early Medical Research Council 
trials re-emphasises the dangers ; 12 out of 20 patients 
in whom resistant strains had been isolated died 
within five years, compared with none of 9 from whom 
no resistant strains had been obtained.‘ 

To establish the case for removing tuberculous 
nodules, whether or not they can be shown to contain 
living bacilli, it must be demonstrated that the 
immediate risk of the operation is extremely small. 
Topp et al. had no immediate deaths among their 238 
patients ; but at last week’s conference of the British 
Tuberculosis Association (see p. 40), the feeling was 
that the mortality-rate could not be dismissed as 
negligible. It is hard to know what an acceptable risk 
would be. Patients with such lesions are well and able 
to work and lead normal lives. Even if they relapse, the 
disease can usually be dealt with satisfactorily without 
serious risk to life ; and they may not relapse. Topp 
and his colleagues quote a relapse-rate of 11° ina large 
series of young people with symptomless lesions. If 
this figure is a true indication, nearly 9 out of every 
10 do not relapse; and with long-continued anti- 
bacterial treatment the proportion is probably less. 
Although the risk of immediate death after resection 
may be very small indeed, it can never be negligible. 
As long as the risk exists it remains hard for the 
patient to decide whether to continu® living a normal 
productive life, with a 1 in 10 chance of needing to 
stop work in the future, or to stop it now and have an 
operation with many months of convalescence—and a 
risk of the order of 1 in 1000 that convalescence would 
never be reached. Topp et al. claim that resection in 
this type of disease offers the best chance of complete 
recovery and greatly enhances the probability of 
permanent cure. Ware and his~colleagues ® are less 
definite. They have tried to assess the relative 
strength of the indications for resection of lesions 
apparently arrested after prolonged antibacterial 
therapy, and they class the “ caseonodose residual ” 
as an “‘ absolute ” indication only if it is more than 
3 cm. in diameter. Nodules less than 1 cm. and 
‘linear or plaque-like ” fibrotic residual lesions are 
not, they believe, an indication for surgical treatment. 
They suggest that the treatment of nodules of inter- 
mediate size should be further studied and that long- 
continued drug treatment may have a place. It seems 
likely that no-one yet knows enough to give other 
than arbitrary sign-posts to the management of these 
cases. More facts are needed, and the careful studies of 
Topp and his colleagues are a valuable contribution. 
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Reconstruction of Arteries 


THE striking developments in reconstructive vascu- 
lar surgery in the past ten years are largely due to 
improvements in the control of infection and in 
methods of anzsthesia, blood replacement, and 
radiology. These advances have enabled the surgeon 
to assess his task with accuracy and to operate for 
long periods under virtually bloodless conditions with 
little fear of infection or circulatory failure. These 
conditions have encouraged the development and 
evaluation of new or readapted techniques; and to 
those not actively engaged in vascular surgery it may 
well seem that a bewildering variety of methods are 
at present in use. These have been critically reviewed 
by Ros, Eastcorr, and Owen,! of St. Mary’s Hospital, 
London, against the background of their own wide 
experience. 

There can be little doubt that, when it is feasible, 
the most satisfactory way to restore continuity of an 
artery is by direct suture, either of a lateral defect or 
by end-to-end anastomosis. The latter may be 
possible not only in traumatic lesions but also in the 
tortuous elongated vessels of atherosclerosis. Partial 
traumatic tears can be repaired by eversion sutures, 
although the longitudinal closure of a defect may 
result in a stricture and promote thrombosis. The 
intima is always more severely damaged than the 
adventitia and the wall, and when there is a risk of 
considerable narrowing, resection of the whole injured 
part of the vessel, followed by end-to-end suture, 
gives the best results.? 

Indegenerative or occlusive vascular disease resection 
and direct restoration is seldom possible and a search 
has been made for alternative methods. Dos Santos? 
advocated incising the vessel wall, finding a cleavage 
plane, and shelling out the obstructing clot; this he 
called ‘‘disobliteration.”’ Experience with this oper- 
ation and its minor modifications *> soon showed that 
postoperative thrombosis and destruction of the colla- 
teral circulation during the operative dissection led to 
a high proportion of disappointing results. As in all 
reconstructive operations, the best results are achieved 
by disobliteration of short-segment occlusions in the 
major arteries, such as the common iliac or the aorta ; 
and Ros et al. state that 12 of their 13 patients on 
whom this operation has been performed since 1950 
still have patent vessels. The next logical step was 
to excise the diseased vessel, whether the lesion was 
an aneurysm or thrombosis, and restore the circulation 
by inserting a graft. Impermeable and rigid tubes, 
whether made of silver, vitallium, glass, or plastic, 
are easy to insert, but they are invariably obstructed 
by clot and their use has been abandoned. A vessel 
graft is more promising; but, although there is much 
evidence to show that autogenous arterial grafts are 
by far the most satisfactory, man has no large artery 
which can be conveniently and safely sacrificed. There 
are, however, many veins which can be used, such as 
the internal saphenous or the superficial femoral, and 
these when transplanted into medium-sized arteries 
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do fairly well. Hucues,* in a comprehensive study of 
vascular injuries sustained in the fighting in Korea, 
found autogenous veins preferable to homologous 
arterial grafts. 

The serious experimental work on the preservation 
and use of homologous arteries began with CARREL ” 
in 1908, and interest was greatly increased when 
Gross et al.® established an arterial bank for their 
preservation. Since then many superior techniques 
for arterial preservation have been devised, particu- 
larly that of freeze-drying,*® which enables arteries to 
be stored for indefinite periods without the incon- 
venience of maintaining frozen-storage apparatus.!° 
Of 60 patients in whom freeze-dried grafts were 
inserted by Ros et al., 46 ieft hospital with patent 
vessels. Nevertheless freeze-dried homologous grafts 
have their disadvantages. The donor must be young, and 
free from vascular disease or infection, and the artery 
must be obtained soon after death. Infection in 
the graft is minimised by dissecting it with operating- 
theatre precautions, and chemical sterilisation with 
8-propiolactone or ethylene oxide seems more success- 
ful than the earlier formalin methods. A further dis- 
advantage of homologous arteries, which act not as 
living grafts but as scaffolding for the ingrowth of 
fibroblasts, is their liability to become obstructed by 
clot, and then to dilate and calcify.“ In an effort to 
surmount these difficulties VooORHEES et al.!* sug- 
gested and used permeable and pliable plastic tubes. 
Since then a great choice of material and weave has 
become available,!* and most vascular surgeons would 
probably agree with Ros et al. that plastic prostheses 
will largely replace homologous arterial grafts because 
of the equally good results and the ease with which 
they can be obtained and sterilised. 

The indications for arterial reconstruction continue 
to widen, and they now include aneurysms, occlusive 
vascular disease, congenital abnormalities, such as 
coarctation, and the replacement of arteries during 
ablative operations for malignant disease. It is 
becoming increasingly evident that the best results 
can be consistently expected only in the case of the 
larger arteries. DrBaxkry et al.!* have resected and 
grafted over 200 aortic aneurysms, thromboses, and 
coarctations with magnificent results. In the St. 
Mary’s series of 36 resections for aortic aneurysm, 27 
of the patients remain fit and well. Similarly good 
results have been achieved with thrombosis of the 
aorta and the iliacs. As for the smaller limb arteries, 
the future of reconstructive surgery is less clear. The 
common lesion of atherosclerosis is patchy or diffuse ; 
and the small calibre means that anastomosis is 
difficult and the collateral circulation is easily 
destroyed during exploration. Results have been 
better with Kuniin’s by-pass operation *° and both 
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CrawForD and DeBakey'!* and Liyton!? seem 
satisfied with this procedure so far. Even this 
operation, which involves short-circuiting the throm- 
bosed segment by an end-to-side graft whose ends 
are inserted above and below the lesion, cannot be 
universally applied. In most patients with occlusive 
disease a lumbar sympathectomy will probably 
continue to be the operation most commonly indicated. 


Fluorine, Diet, and Dental Caries 


SomME twenty-five years ago it was first suggested 
that the resistance of teeth tq caries could be increased 
by putting fluorides in drinking-water.1* Though some 
investigations seemed to show that fluoridation would 
be of value, definite decision had to await the outcome 
of trials lasting several years, made under conditions 
as strictly controlled as possible. The harm caused by 
the deposition of fluorine in the skeleton was well 
known, and although many people regularly drink 
water containing fairly large amounts of fluorine— 
up to 10 parts per million (p.p.m.)—without apparent 
ill effects, it was still necessary to establish that no 
harm could possibly be caused by the ingestion of 
water artificially raised to the optimum level of 
1-1-2 p._p.m. A United Kingdom mission visited the 
United States and Canada in 1952, and their report,!® 
though it could not be conclusive, at least gave grounds 
for hoping that fluoridation would reduce the incidence 
of caries by up to 60%. As a result of the mission’s 
findings, a number of “ controlled demonstrations ”’ 
have lately begun in this country. But not without 
opposition ; and the protests have led the Ministry of 
Health to reaffirm that “ there is no definite evidence 
that the continued consumption of fluorides in water 
at a level of about 1 part per million in drinking-water 
is in any way harmful to health.” 

An experiment which began in May, 1945, in the 
town of Newburgh on the Hudson River has now shown 
conclusively that the expected reduction in caries can 
be achieved by the fluoridation of drinking-water to the 
level of 1-1-2 p.p.m.,2° at which no harmful systemic 
effects were observed. Obviously this does not mean 
that fluoridation is a cure for caries, but the conclu- 
sions to be drawn from this experiment seem so clear 
that we should now consider whether plans for 
fluoridation in this country should not be accelerated. 
In 1945, fluoridation experiments began in Newburgh, 
N.Y., Grand Rapids, Michigan, and _ Brantford, 
Ontario. In each survey, two comparable areas were 
chosen, one of which was to serve as a control; the 
water-supplies to these areas were almost or entirely 
free from fluorides, and it was established that the 
prevalence of caries was much the same in each. A 
period of ten years was chosen for the experiments 
so that the full effect of fluoridated water could be 
seen on both complete deciduous and complete 
permanent dentitions which had been exposed to 
fluoride during formation and calcification. The 
results of the trials in Grand Rapids and in Brantford 
have not yet been published, but the details of what 
has happened in Newburgh and its control area, 
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Kingston, are now known. Children now aged 6-9 
years, who had had fluoridated water for the whole of 
their lives, had a decayed-missing-filled (D.M.¥F.) rate 
about 58% lower in Newburgh than in Kingston. 
Unexpectedly, Newburgh children whose teeth were 
completely calcified in 1945 had a p.M.F. rate 41% 
lower than those from the control area. The benefits 
of fluoridation were also reflected in the condition of 
the first permanent molar, a tooth which is particu- 
larly susceptible to caries. In the 6~-9-year-olds 
75% of the first permanent molars in the Newburgh 
children were caries-free, compared with 47% in 
Kingston ; moreover, eight times as many of 7 oe 
molars had been lost in Kingston as in Newburgh. 
Previous findings had suggested that fluoridation gave 
greater protection to the tooth interproximally than 
occlusally ; and the latest results confirm this action, 
which is particularly valuable since interproximal 
cavities are often hard to detect except by radio- 
graphy, before much damage has been done. The 
deciduous teeth were also more resistant to caries : 
in the 6-9 Newburgh group more than 26% had 
completely sound deciduous canines and molars, 
compared with less than 5°% in Kingston. There was 
evidence of dental fluorosis in 78 out of 438 Néwburgh 
children aged 7-14; but this was so slight that it 
could be detected only by experienced examiners. 
Other enamel opacities, not caused by the ingestion 
of fluoride, were much less common in Newburgh than 
in Kingston, and, in fact, “‘ . . . the intake of fluoridated 
water at the recommended concentration appears to 
reduce the hazard of hypoplastic spots on teeth.” 
Moreover, gingival and paradontal disease was less 
common in children raised on fluoridated water ; 
though the difference was slight, it was statistically 
significant. The children in both areas were examined 
clinically and radiologically each year. Special atten- 
tion was paid to bone density, especially in the region 
of the lumbar spine, since the appearance there of 
osteosclerosis is said to be one of the earliest signs of 
chronic fluoride intoxication. But no differences were 
detected between the two child populations. The 
American report makes no mention of the cost of 
fluoridation, but, in 1949, it was estimated at between 
5 cents and 15 cents per person per year. Quoting 
this figure, MACKENZIE !® remarked that the question 
seemed not so much ‘‘ whether we can afford fluorida- 
tion but rather ... whether we can afford to do without 
it.” The Newburgh inquiry gives further support to 
his plea for the immediate fluoridation of water- 
supplies in low-fluoride areas. 

As an alternative to the fluoridation of water- 
supplies, fluoride can be given by mouth as tablets or 
applied locally as a 2% solution of sodium fluoride. 
Local application seems to offer some protection to 
both deciduous and permanent teeth ; results are not 
so striking as those recorded after treating water- 
supplies, but a reduction of 40% in caries incidence 
has been observed. A third method is the topical 
application of stannous fluoride and stannous chloro- 
fluoride, combined with the use of a dentifrice con- 
taining stannous fluoride.” 

The evidence in favour of fluoridation is now con- 
vincing ; but there is still much uncertainty about the 
part played by diet in the production of caries. In 
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a survey of children who lived in the Channel Islands 
during the German occupation, the state of their teeth 
was compared with that of the children who had been 
evacuated to England.** The findings suggested that 
the teeth of children who had remained in the Channel 
Islands were much better than those of children who 
had been evacuated. A similar conclusion was reached 
about the teeth of the children living in Hopwood 
House in New South Wales, where they were given 
what were considered to be natural foods.24 A more 
recent inquiry *® has been conducted in Eire to find 
out whether there was any significant connection 
between, on the one hand, the type of diet generally 
or the consumption of certain foods, and, on the other, 
the prevalence of caries. Some 2000 children were 
chosen, approximately equally from the county 
borough of Dublin, other urban areas, rural areas, 
and congested districts in counties Mayo, Galway, 
Kerry, Donegal, and Leitrim. The dental examinations 
were completed by the end of 1952, and the amount 
and the degree of caries were recorded for all the 
children. The parents of about 10°, of the children 
had been interviewed to collect information about the 
possible significance of social and economic factors, 
heredity, and diet. The report gives a depressing 
picture. The children received virtually no dental 
care for their deciduous teeth, and the permanent 
teeth were almost as badly neglected. By the age of 
13, most of the children had one in four of their 
permanent teeth either missing or decayed. There was 
no striking difference in the incidence of caries among 
the children in the various areas, but children living 
on plain and simple diets had slightly less caries. 
The difference, however, was nothing like so great as 
that reported from the Channel Islands or from New 
South Wales. It was impossible to connect caries 
with particular foods ; and statistical analysis of the 
social factors which it was thought might affect the 
incidence of caries was inconclusive. Children from 
the same family resembled each other more closely 
in caries experience than those from different families, 
but the causes of this difference could not be identified. 
No mention is made in the Irish report of the fluoride 
content of the drinking-water in any of the areas. 

Though the dental health of Great Britain seems 
rather better than that of Eire, we have very little 
to be pleased about. The prevalent attitude of the 
public is ** wait until it aches and then have it out.” 76 
Until this is corrected the aftermath of neglected 
caries will continue to add greatly to the cost of the 
National Health Service, fluoridation or no fluorida- 
tion—and in spite of what some toothpaste manufac- 
turers say. Fear deters many people from seeking 
more than emergency dental treatment; and fear 
often springs from unhappy experiences in childhood, 
when one unsympathetically given “ gas”’ can let 
caries run riot later on. Modern dentistry, if not always 
completely painless, need seldom be more than mildly 
unpleasant ; and until we have applied effective 
preventive measures we want fewer jokes about the 
horrors of dentistry and more effective propaganda 
about the importance of dental health. 
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Annotations 


THE OVERSEA MEDICAL SERVICE 

THE Government's recent white-paper! on Her Majesty’s 
Oversea Civil Service advances matters a little further 
from the proposals made in 19542; but many difficulties 
remain when the latest development in policy is applied 
to the medical profession. The new proposals deal 
especially with Nigeria, where present-day events call for 
rapid action ; but it is made clear that similar arrange- 
ments will be offered to other territories ‘‘ as and when 
Her Majesty’s Government in the United Kingdom are 
satisfied that circumstances make such action desirable.”’ 
Briefly, the Government propose to recruit people with 
the necessary qualifications for secondment to overseas 
governments as required. Such recruits will go on a 
‘special list of officers of Her Majesty’s Oversea Civil 
Service,’’ and while seconded overseas they will receive 
salaries and work under conditions prescribed by the 
United Kingdom Government after consultation with the 
employing government. In the matter of entitlement to 
pensions and compensation payments, it seems that 
officers on the special list must undertake to serve up to 
the age of 50 ‘‘ in any post to which they may be assigned 
from time to time’’ (with a vague no-detriment clause). 
If before the age of 50 an officer becomes unemployed 
through no fault of his own, he will be kept on full pay 
for a maximum of five years (or until he reaches the 
age of 50 if that is earlier) while efforts are made to 
place him. 

Nowhere in the recent proposals are doctors specifically 
mentioned, and nowhere else does the white-paper deal 
with the issue raised in our correspondence columns by 
Mr. Seddon *—namely, that although a very large propor- 
tion of doctors in the United Kingdom are in the National 
Health Service the Ministry of Health as such can make 
no promise of reappointment to a man who is seconded 
for service overseas. The only medical officers ‘‘ in the 
service of Her Majesty’s Government in the United 
Kingdom ”’ in the strict and direct sense are presum- 
ably those on the staff of the Ministry of Health, 
the Treasury, or other Departments—or do the Armed 
Services count as well? Is the plan to create a “ list ”’ 
of doctors who are in no specific post in the United 
Kingdom and who, therefore, on return from overseas, 
can hope to be rescued from the pool only by securing an 
appointment by the existing means? Certainly the new 
proposals meet one of the difficulties raised by Mr. 
Seddon; for the returning doctor can be maintained 
financially for five years or up to the age of 50; but surely 
those under this age would prefer to work. To be attrac- 
tive and effective, secondment in the medical services 
must surely be from a specific post with a prospect of 
return to that post or something equivalent. Mr. Seddon’s 
proposals were that regional boards and boards of 
governors should be brought right into the whole business 
of secondment. He pointed out that there was nothing 
in other professions wholly comparable with the situation 
in the National Health Service. 

By apparently lumping all officers of Her Majesty’s 
Oversea Civil Service together, the recent white-paper 
seems to disregard all sorts of practical difficulties. Many 
people would welcome a spell of duty overseas if a job 
was guaranteed them on their return. The Hospital for 
Sick Children, Great Ormond Street, has done this with 
its senior registrar seconded to Kampala. Some of those 
seconded may well decide to stay overseas. A certain 
number of general-duty medical officers, as distinct from 
specialists, will probably continue to choose service 
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overseas as their career. The new proposals, however, 
do not even deal with an obvious distinction of this kind, 
and they not only classify doctors as Civil Servants in 
general terms but they fail to recognise the existence of 
family doctors, clinical specialists, and public-health 
doctors, for all of whom varying conditions will certainly 
be necessary. The Colonial Office should give more details 
of what its new plans really mean for the medical profes- 
sion. Otherwise the uneasiness, of which Mr. Seddon 
wrote, in what used to be called the Colonial Medical 
Service will continue to grow and recruitment will be 
the worse. 


TETANUS IN THE THEATRE? 


FRoM time to time a disaster reminds us not to under- 
estimate the risk of surgical wounds being contaminated 
in the operating-theatre ; and an unexplained infection 
by tetanus, described at an inquest last week,! may be 
such a reminder. A woman of 35 died after an operation ; 
the immediate cause was embolism, but she was being 
treated for tetanus, which had developed after the 
operation, and, in a pathologist’s view, the consequent 
{immobility was responsible for the embolus. 

Examination of material used at the operation gave 
no indication that it was the source of the infection ; 
and a bacteriologist said at the inquest that he felt it was 
improbable that this infection was due to reactivation 
of spores implanted at an operation ten to fifteen years 
earlier. In the light of previously reported cases, it 
seems more likely that the tetanus bacilli were borne 
into the wound by the air of the operating-theatre. 
In 1953, a young footballer had gas-gangrene and lost 
his leg after an open operation on a fractured ankle ; 
and Sevitt’s inquiries ? left little doubt that the infection 
resulted from the exhaust system of ventilating the 
operating-theatre. The same ventilation plant had 
earlier been incriminated in two postoperative cases of 
tetanus, one of them fatal. The exhaust system sucks 
air and dust into the theatre from the corridor and other 
parts of the hospital; the theatre, in fact, becomes an 
‘air sewer,”’ all too readily contaminated with sporing 
organisms. As we noted in discussing * the tragedy of 
the footballer, one simple way to make this system safer 
is to reverse the extractor fans so that they draw air 
into the theatre through their ducts, which can be 
guarded by filters. In the design of many new theatres 
the danger of airborne infection is greatly reduced by 
keeping them at an air-pressure slightly greater than 
that of their surroundings. Are all surgeons fully aware 
of the risks their patients run in theatres where the 
exhaust system prevails? And have they made sure 
that the hospital authorities fully understand the 
expensiveness, in every way, of economies which favour 
infection ¢ 


C.N.S. LESIONS AND THE CSOPHAGUS 

GASTRIC erosion associated with intracranial lesions 
might hold the germ of the solution to the causation 
of peptic ulcer®: yet the explanation eludes us. while 
the clinical evidence continues to accumulate. Gastric 
hemorrhage is now reported by Doig and Shafar ® 
in 7 cases of spontaneous intracranial hzmorrhage 
(4 cerebral, 1 pontine, and 2 subarachnoid). An interest- 
ing feature, well demonstrated in their patients, is the 
rapidity with which gastric bleeding follows intra- 
cranial: in 5 patients, this interval varied between 
half an hour and eight hours; in 1, hematemesis was 
thought to be the primary condition, since the significance 
of the headache which preceded it by half an hour was 
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not perceived until later. In another patient alimentary 
bleeding was demonstrated as occult blood in the stools 
twenty hours after the onset of cerebral hemorrhage and 
therefore probably occurred early. The 7th patient 
died twelve hours after admission and at necropsy the 
stomach was found to contain blood. The predominant 
lesion in all 7 was superficial mucosal hemorrhage ; 
the deeper aspects of the mucosa were rarely affected. 
In only | case did the resultant mucosal defect penetrate 
as deeply as the muscularis mucosze and no areas of 
anzmic necrosis were seerf. These 7 patients were not, 
therefore, candidates for perforation. 

When the esophagus is involved the plot thickens : 
Brooke Williams’ described 2 cases of csophageal 
perforation, one associated with poliomyelitis and the 
other with tuberculous meningitis. The lower third of 
the csophagus of the first patient was softened and 
necrotic in appearance, and this appears to have been 
a true perforation ; but in the other a linear tear was 
found, the surrounding wall appeared normal, and there 
was also a laceration of the stomach near the cardia 
(this patient had been vomiting). Maciver et al.* have 
lately analysed 17 cases of cesophageal rupture complica- 
ting central nervous lesions. 13 of the patients had been 
Vomiting. In 13 cases the rupture was a linear tear ; 
usually the esophageal wall adjacent to the rupture was 
normal, and submucosal hemorrhage and -eongestion 
was observed in only 3 cases and a large hemorrhage 
in only 1 of the 17. Two:mechanisms seem therefore 
to contribute to rupture associated with nervous dis- 
order: One is much the same as in perforation elsewhere 
in the alimentary tract and depends on weakening of 
the wall through erosion or necrosis; the other is 
mechanical and associated with vomiting. Spontaneous 
rupture of the esophagus, unconnected with trouble in the 
central nervous system, can occur when vomiting follows 
draughts of beer on a Saturday night. Incoérdination in 
the normal mechanisms of vomiting may be due to reflex 
failure caused by disease of the central nervous system, 
relayed to the autonomic system, or to its befuddlement 
by alcohol so that the vomit cannot escape rapidly 
through the gullet. Certainly the lesfon from both causes 
is the same—a linear tear in the lower third of the 
cesophagus nearly always on the left side. Perhaps the 
cricopharyngeus is a split second late in relaxing above 
the uprising, thus forming another kind of glottal stop. 


PROGNOSIS BY NUMBERS 

ProGNOsIs is largely empirical. The future is forecast 
by knowing what happened to similar patients in the past ; 
and from the many particular observations are deduced 
general prognostics. These may concern only one charac- 
teristic of the patient or his environment ; or they may 
combine the separate effects of many. In the Hippocratic 
prognostics, for instance, there are simple generalisations 
such as ‘* when fits follow dropsy it is fatal’’ and more 
complex ones like ‘‘ patients suffering from prolonged 
diarrhea associated with worms, in whom swellings 
follow the symptoms of colic and pain, have a poor 
outlook if rigors supervene.’’ It is possible by simple 
observation to deduce that one factor is more important 
than another, but without more detailed analysis the size 
of the contributions made by each to the after-history 
of the patient cannot be expressed numerically. 

Oyama and Tatsuoka ® have lately used the technique 
of discriminant analysis to assess the influence of certain 
factors on the relapse of patients with pulmonary tuber- 
culosis after leaving hospital. They found that the most 
important factors were the presence of a cavity on dis- 
charge and the extent and state of activity of the disease. 
This was not surprising. It has been accepted from 
7. Brooke Williams, R. D. J. Pediat. 1954, 45, 575. 

8. Maciver, I. N., Smith, B. J., Tomlinson, B. E., Whitby, J. D. 


Brit. J. Surg. 1956, 43, 505. 
9. Oyama, T., Tatsuoka, M. Amer. Rev. Tuberc. 1956, 73, 472. 
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purely clinical impressions for years, and has been well 
demonstrated by less complex statistical methods. 
Having determined the weights to be attributed to each 
of the 13 characteristics used, Oyama and Tatsuoka 
constructed an equation from which could be calculated 
the ‘‘ score ’’ of the particular patient. The whole group 
of patients could then be divided into those who relapsed 
and those who remained well, and the critical score that 
discriminated between these groups was fixed. If, on 
discharge from hospital, a patient had a score from this 
equation greater than 4:36 he would probably relapse, but 
if less he was likely to remain well. A trial of the equation 
in 300 patients whose progress was known showed that 
about three-quarters of the predictions would have been 
correct. 

It would be interesting to know how accurate the less 
elaborate prognosis of the physicians would have been. 
Oyama and Tatsuoka claim that their application of 
discriminant analysis (already usefully employed in many 
other fields) to problems of prognosis in tuberculosis 
indicates its possible value in medical research. This may 
well be true. Their other view, that the method may help 
to decide whether a patient should be discharged or not, 
is less acceptable. It is doubtful whether changing quali- 
tative assessments to numerical ones necessarily makes 
a judgment based on them more objective. But other 
interesting, though more light-hearted, possibilities can 
be imagined. Such statistical prognosis may be an éarly 
sign of ‘‘ automation ’’ in medicine. There is already an 
elaborate questionary for diagnosis!®; and a machine for 
selecting the appropriate treatment should not be difficult 
to devise. 


THE WEST LONDON’S CENTENARY 


Tue medical journals of a hundred years ago remind 
us of the close interest that was then being taken in 
preventive medicine and public health. The special needs 
of communities growing rapidly around factories attracted 
the attention of the upper classes and of industrialists : 
the former shouldered their traditional responsibility of 
caring for the sick poor with a willingness born of com- 
passion ; the latter bore their share of the burden with 
a more practical interest in the welfare and contentment 
of their workmen. The rapid growth of business and 
industry around central London, encouraged by an ever- 
increasing network of railways, led to the foundation of 
several hospitals in the ’50s and ’60s. One of these was 
the West London Hospital, which this week has celebrated 
the centenary of its opening. It was initially a six- 
room house in Hammersmith and was known as the 
Fulham and Hammersmith General Dispensary. Fulham 
and Hammersmith then consisted largely of brickfields, 
many of which belonged to the Bird family. William 
Bird, who had been trained at St. George’s Hospital, was 
the first surgeon on the staff of the dispensary, and it 
has been said that it was his failure to gain election to the 
surgical staff of St. George’s which caused his disappointed 
father to found the dispensary. 

In the first nine months of its life 855 patients were 
visited in their homes. In 1860 a move was made to the 
present site in order to house inpatients. It was renamed 
the West of London Hospital and Dispensary, and it 
seems that the first inpatients were mostly the victims 
of industrial accidents. The rules provided that a patient 
on discharge should convey a letter of thanks to the 
recommending governor, and in the event of recovery 
from serious illness letters of public thanksgiving were 
to be handed to the patient to deliver to his minister. 
The penalty for failing to comply with this regulation was 
the forfeiture of any future benefits from the institution. 
The committee of management decided that women 
should, on payment of the necessary fee, be eligible to 


10. Bradman, K., Erdmann, 4. J., Lorge, I., Wolff, H. G@. J. Amer. 
med. Ass. 1951, 145, 152. 


ANNOTATIONS 


[suLy 7, 1956 








act as governors, but they were allowed to vote only by 
proxy. (Women were first elected to the board of manage- 
ment in 1918.) The present title was adopted in 1863. 

The story of this great hospital is like that of most 
other medical charities—a constant fight against insol- 
vency with frequent appeals to the affluent and the 
warm-hearted. Complaints about the increasing cost of 
living led in 1874 to the first of a series of dinners, the 
chairmen of which included the Duke of Devonshire, the 
Duke of Wellington (in 1875), and the Prince of Wales ; 
and these elaborate banquets succeeded in their purpose 
of diminishing debts. The Royal Charter was granted in 
1894. The hospital has pioneering achievements to its 
credit. In 1921 it set up a deep-X-ray plant, the first 
in Great Britain, for the treatment of malignant disease. 
In 1938 it inaugurated a special department for the 
treatment of chronic rheumatic diseases, the first of its 
kind in a general teaching hospital in Europe. 

The formation of the West London Medico-Chirurgical 
Society in 1882 indicates that a keen desire existed even 
in those days to weld a close link between the medical 
staff of the hospital and the general practitioners in 
the vicinity. (It is noteworthy that in 1900, when the 
pathologist complained of the ‘‘ intolerable burden ’’ of 
trying to cope with 500 examinations a year, 120 of them 
were reported as having been requested by the local 
practitioners.) The story of the society was told by 
Dr. W. 8. C. Copeman in his presidential address in 
1948.1 The intellectual tone was set by the first president, 
Dr. E. Hart Vinen, who produced annotated menus in 
Latin for the annual dinner, but the members safeguarded 
themselves by ordering the purchase of three sandglasses 
and a bell ‘‘for the proper regulation of papers and 
speeches, which are too long.’’ Only the officers, it seems, 
were sufficiently interested to turn up at a special meeting 
convened in 1900 for the purpose of discussing the possible 
use of motor-cars by doctors; but a more satisfactory 
attendance debated the best form of saddle for females 
riding ** the safety bicycle.”’ 

A year after the foundation of the society formal 
lectures began to be given occasionally by the consultant 
staff, and from 1893 onwards these were a regular 
feature. The medical school which evolved in the course 
of years was incorporated in 1937, one of its objects being 
to give preference to women students of the University 
of London. When the National Health Service was 
started in 1948 the hospital joined the Hammersmith 
Hospital and St. Mark’s Hospital in a group for post- 


graduate teaching in coédperation with the British 
Postgraduate Medical Federation; but some under- 


graduate teaching continues. 

To mark the centenary the hospital has prepared a 
short history with acknowledgments to Dr. Copeman and 
Dr. G. P. Shuter. 


REMUNERATION OF DOCTORS 

On Feb. 11 we published a communication from 
Sir Russell Brain and Dr. Talbot Rogers, writing on 
behalf- of the Joint Consultants Committee and the 
General Medical Services Committee, saying that a Joint 
Negotiating Committee had been set up to prepare a 
statement on remuneration of doctors in the National 
Health Service and submit it to the Government. The 
committee last week issued the following statement : 

“An outline of the case for an adjustment of the 
betterment factor for general medical practitioners and 
all grades of hospital medical staff in the National Health 
Service has been sent to the Minister of Health and the 
Secretary of State for Scotland. The claim is based on 
the Spens recommendations and is for one of the periodical 
adjustments which these recommendations envisaged. 
The Negotiating Committee has invited any preliminary 
observations which the Ministers may care to make before 
a meeting takes place for discussion of the claim.” 


— 1. W. Lond. med. J. April, 1949. 
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The Casualty Department 


CASUALTY DEPARTMENTS IN TEACHING 
HOSPITALS * 
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SURGEON, Guy's HOSPITAL, LONDON ; 
SOUTH-WEST METROPOLITAN REGIONAL 
CENTRE, BASINGSTOKE 
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IN my opinion, current arrangements in casualty 
departments throughout the country are the biggest 
single defect in the health service today. Inadequate 
accommodation and inadequate staff are the reasons why 
many of these departments are a danger both to the 
patients and to the hospitals in which they are. In 
many the accommodation is so poor that good treatment 
by modern standards is quite impossible. 

Some casualty departments cannot be made adequate 
by anything short of rebuilding; but in the majority 
a useful measure of improvement can be obtained by 
appropriate rearrangement, including extra partitioning, 
and by additions to the staff. Both will cost money ; 
but, as Mr. Lowden pointed out in his first article, the 
number of patients affected is 11'/, million a year, a 
significant proportion of whom at present lose two or 
more weeks’ work unnecessarily. The money is in fact 
needed for improving conditions of long standing which 
are often scandalous, and which we cannot afford to let 
continue. The current poor quality of work in casualty 
departments is a root cause of the widespread difficulty 
in recruiting casualty officers, which completes the vicious 
circle. 

Function and Scope of Casualty Departments 

Casualty departments have grown up gradually and 
individually over the centuries in response to each 
hospital’s view of its needs. This accounts for the wide 
variety of type, scope, and amount of work, and of 
administrative arrangements, in different teaching 
hospitals. At least a statement about function must 
precede recommendations for improvement, and the 
following remarks concern particularly departments 
seeing 40-50 cases or more each day. 

I would define the functions as : 

1. Primary treatment and disposal of acute “ sick ’’ and 
* accidents.” 

2. Definitive treatment of ambulatory fractures and of 
ambulatory soft-tissue injuries and infections.' 


Extensions of these functions, or additions to them are 
the underlying reason for much inefficiency. 

This view implies that the only patients who attend 
the casualty department more than once are the group 
of ambulatory accidents and infections. It is not a 
proper function of a casualty department to treat the 
chronic sick: to do so leads to congestion, and over- 
taxes the time of already busy casualty officers. Never- 
theless, there can be exceptions. The casualty depart- 
ment often with advantage acts as general practitioner 
to the staff of the hospital, at least for minor complaints. 
It can also, on humanitarian grounds, give the same 
service to local patients, if it is clear that these are not 
getting proper medical care from their own doctor. (In 
this connection one may remark that the nearer some 
practitioners are to a big casualty department, the less 
active medicine they do, and the more they use the 
casualty to do their work.) This medical group must 
always be strictly curtailed to avoid congestion. For the 
same reason, work such as dressings of ex-ward patients, 


* In the three previous articles in this series (June 16, 23, and 
30), Mr. T. G. Lowden wrote about the casualty depart- 
ments of non-teaching hospitals. 
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courses of special injections and minor operations, are 
all best kept out of the primary casualty department. 
Nor are the atmosphere and the sights to be seen in 
casualty of a sort to make it a suitable place for the 
admission of ‘‘ written for’’ cases. 

The casualty intake should, I think, be comprehensive 
—i.e., there should be one entrance of the hospital 
through which all acute sick and all accidents come, 
whether by foot or ambulance—and the patients should 
be sorted at the casualty department by nurses and 
doctors. If there is no comprehensive intake, but 
casualty accommodation is separate for, say, the men, the 
women, the children, or the accidents, the sorting is in 
effect done by porters at the gates of the hospital, which 
is clearly not ideal. Without a comprehensive intake in 
casualty, there is also a loss to teaching; for no other 
department in the hospital provides experience of a 
range and type so closely comparable to what the young 
doctor has to meet in general practice, or as a regimental 
medical officer. What is best is a comprehensive intake, 
with arrangements for strict segregation of the different 
types of emergency once they are within the department. 

This concept of a casualty department with only two 
functions implies that there must be a consistent system 
of disposal of cases. Thus the ‘sick ’’—medical or 
surgical—are (after full examination and documentation) 
either : 

1. Admitted to hospital. 

2. Given an appointment to a consultant’s clinic; sent 
back with a letter to their doctor, after being given primary 
treatment. 


Only for the ambulatory accidents and the ambulatory 
superficial surgical infections is definitive treatment 
provided in casualty. These accident and infected 
patients, who are not admitted, form a secondary casualty 
group of attendances. After their primary attendance, 
they are best treated in a separate wing of the casualty 
department with separate entrance—thus preventing 
congestion in the rooms devoted to primary treatment 
and disposal. 

Distribution and type of case varies in different casualty 
departments. The Guy’s figures are probably repre- 
sentative of those in densely populated Metropolitan 
areas serving light industries, but with the addition of 
relatively large numbers of recreational accidents, of 
dental cases, and of general-practitioner work for staff 
and students. Of rather more than 30,000 new cases a 
year, about 10,000 are accidents, and about 10% of these 
have fractures. Over 30% of the accidents are primary 
hand injuries,? and in addition 800-1000 hand infections 
attend in the course of a year. ~ Thus the hand is the 
biggest single part of casualty work. The importance of 
infections declines a little year by year, and the chief 
surgical problem in casualty today is repair—principally 
of the hand. 7000-8000 operations are done in the Guy’s 
department annually, about three-quarters of them under 
local anesthesia. Of the ‘‘ sick,’’ only about 20% are 
medical cases. 


Problems Special to Teaching Hospitals 


How can one ensure that the best use of this valuable 
teaching material is made in casualty ? 

The interests of the student and those of the patient 
appear at first sight to be in conflict. The more responsi- 
bility is borne by the student and the more practical work 
he does, the more proficient he will become; but the 
patient, on the other hand, might profit by having only 
more expert care. I believe, however, that this conflict 
is more apparent than real. The casualty department 
should not only give the student his widest medical 
experience but should also be one of the most important 
training and testing grounds for his sense of responsi- 


2. Clarkson, P. 
Affect the Hand. 


Principles of Repair and Casualty Services as they 
Practitioner, 1954, 172, 164. 
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bility. The basic arrangement necessary for this is 
that patients (except ambulance cases and those coming 
with letters from doctors) should be seen first by a 
student, who has to make an examination and do the 
documentation. This reduces delay in attention to 
patients and aids the work of the casualty officer. More 
important, the student must be prepared to have his 
observations tested and to be asked his views on disposal 
and treatment of his patient. The alternative arrange- 
ments by which every patient is seen first by a qualified 
doctor, who writes an instruction for the student regarding 
treatment, converts the student into a rubber stamp, and 
deprives the clinical material of its stimulus and of much 
of its teaching value. When the casualty officer is 
particularly busy, it can also lead to very considerable 
delay. 

The commonest type of accident is a soft-tissue wound 
in an ambulatory patient. In the repair of most of these 
wounds there is nothing technically or intellectually 
beyond the powers of a reasonably taught and supervised 
student. To undertake it can be a further stimulus both 
to interest and to the sense of responsibility. 

Both in preliminary assessment and documentation, 
and in their work in the accident theatre the casualty 
appointment has particular value for students; and it 
also gives them understanding of the need for coéperation 
and of team-work with all others working in the medical 
services. 

Accommodation 

Unfortunately, students and casualty officers are often 
asked to work in conditions which are a surgical disgrace. 
There are very few casualty departments in which there 
is more than one operating-theatre, and in such single 
theatres there is often a quick succession of operations, 
infected and clean. Proper control of cross-infection is 
quite impossible ; infective disasters tend to be common ; 
and the risk of such disasters leads to reliance on the 
cruder and simpler methods of repair, and avoidance of 
those that give the quickest and best results. 

The provision of a separate operating-room for repairs 
to primary open injuries is one of the three great needs 
in casualty departments today. 


Primary and Secondary Casualty Wings 

I have argued that the casualty department has 
primary functions for all emergencies, and secondary 
functions for ambulatory accidents and infections. The 
places for these two functions should be separate, though 
preferably on the same floor, and they should have 
separate entrances. They must, of course, be under the 
care of the same staff. 

If patients returning for dressings, or to a fracture 
clinic, do not go to the primary department, a higher 
standard of work in both primary and secondary casualty 
departments is possible. This arrangement has prevailed 
at Guy’s since the middle of the 19th century and has 
been of great advantage. 


Primary Casualty Wing 

This commonly occupies about two-thirds of the total 
space, and serves the acute sick and the accidents. 
Space within it should be divided to keep these two 
groups as separate as possible. 

Casualty work fluctuates*: patients tend to arrive 
each day in three waves—i.e., after each meal. Con- 
gestion is one of the chief reasons for mistakes in diagnosis 
and for poor operative work. Adequate space is essential 
for a proper standard of work. What I believe to be 
adequate space is provided for in the plans of one future 
hospital which has about 30,000 new attendances in the 
primary casualty department a year. Of these about 
10,000 reattend at the secondary casualty department 
for an average of four times each. In these plans the 
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primary and secondary casualty departments occupy 
about 17,000 sq. ft. in 46 rooms on the ground floor, 
which is in two wings of which the primary casualty 
wing occupies twice the space of the secondary casualty 
wing. I shall limit my further remarks to special points, 
using the plans of this prospective casualty department 
as an example for comment and comparison. 


Theatres 

Special importance is attached to the provision of 
separate ‘‘ clean’’ and ‘‘ infected ’’ theatres in both the 
primary and the secondary casualty wings. Four theatres, 
even if’small ones, may be considered too generous, but 
not when a casualty department does about 8000 
operations a year—a figure which may rise with the 
provision of recovery beds. One clean theatre is often 
insufficient when the primary casualty wing is busy, 
and the second clean theatre in the secondary casualty 
wing can then act as an overflow and obviate delays 
which are otherwise common and can be serious. Further- 
more, the clean theatre in the secondary casualty wing 
can be legitimately used for minor operations of an 
elective character and for late definitive repairs for 
selected accident cases suitable for outpatient care. 


Accident Preparation Room for Patients 

Adjacent to the clean theatre of the primary wing 
is a patients’ accident preparation room. Cleansing 
of the injured part is an essential preliminary to repair. 
The dirt-ingrained hand of the working man may take 
half an hour or more to clean. If this is left until the 
patient is on the table, it is often inadequate. A primary 
toilet of the limb, down to the margin of the wound, 
can be done by the patient himself, under supervision : 
after which the secondary toilet is done by the doctor 
or student under analgesia in the clean theatre. This 
system of primary toilet by the patients has worked 
well at Guy’s for nearly nine years and for about 30,000 
patients. 


Accommodation for Ambulance Patients 

These are the emergencies (‘‘ sick ’’ and ‘‘ accidents ’’) 
for whom very thorough examination, and sometimes 
treatment, is needed. In a casualty department of this 
size, provision should be made for six stretcher cases at 
one time, in three separate rooms. In these the cubicle 
around the bed is about 16 ft. x 16 ft. This I regard 
as the space necessary for these patients, who may 
need blood or oxygen, and around whom a number of 
doctors and others may be gathered. One of these 
ambulance rooms, with two cubicles, is labelled ‘‘ obstetric 
room’? and contains equipment for the occasional 
birth in the casualty department. The main ambulance 
reception cubicles are three, within one room. Another 
room has two cubicles, one of which has a post-mortem 
slab for cases brought in dead. This room, which has a 
separate exit, is also used for isolation cases. 

In the event of mass casualties, through a railway 
accident or the like, other rooms (including those in the 
secondary casualty wing) could provide stretcher 
accommodation for another twenty cases without 
congestion. 


The Secondary Casualty Wing 

This wing, which is for the repeat attendances of the 
ambulatory fractures and of the ambulatory soft-tissue 
injuries and infections, has its own clean and infected 
theatres. Within it more than one organisation is 
possible. Thus it can be planned so that the same rooms 
can serve both for fracture clinic and for dressing-rooms. 
They may be used in the mornings for patients attending 
for dressings, and in the afternoon for the fracture clinic. 


Casualty Beds 
Many large hospitals still have no beds attached to the 
casualty department. Such beds are needed on grounds 
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alike of efficiency, of humanity, and of economy. Without 
them many patients who need only one night in hospital 
are admitted to the more expensive ward beds, where 
they may have to stay a week before they see the ‘‘ chief ”’ 
under whose care they are admitted. Without casualty 
beds, risks are taken with patients treated in casualty, 
who are often sent home the same day and may therefore 
not be seen soon enough to prevent an early complication 
—e.g., when trouble arises with a plaster applied after 
reduction of a fracture. Common humanity also demands 
occasionally that patients whose complaints or injuries 
are minor but who are destitute or generally upset 
should be given a bed for the night. If there are no 
casualty beds they will seldom get one. 

Clearly the administration of such beds must be 
carefully supervised, by a consultant. He must see 
that they are not used to keep patients in more than 
2 days, nor to extend the scope of outpatient surgery 
beyond what is proper, nor to act as a ‘‘ cubby-hole”’ 
for the casualty officer’s diagnostic difficulties. 


Radiography 

X-ray facilities of its own are necessary for a casualty 
department of this size. They are shared by the primary 
and secondary casualty wings and should therefore 
be centrally sited. In a department seeing 50 new cases 
a day there should be equipment for taking full X rays 
of any part of the body. It is, of course, a great advantage 
if all trolleys for serious accidents are of the type which 
permits full examination of any part of the body without 
shifting the patient to an X-ray table. Today the aim 
is to keep severely injured patients on one stretcher 
from leaving the ambulance to reaching their bed in 


the ward. This is possible only if the stretcher 
is constructed to permit both clinical and X-ray 
examination. 


Injection Room 

Injections of both antibiotics and of sera have increased 
greatly. Up to a hundred are given daily at Guy’s, 
and a separate injection room would be very useful. 
It should open on a central waiting-room between the 
primary and secondary wings, and all injections should 
be given in it. 


Equipment 


In particular, equipment for surgery and for ans- 
thetics is often defective. 

In casualty, safe anesthesia means chiefly screening 
of patients (with admission of all bad-risk cases to a 
ward), preventing inhalation of vomit, avoiding deep 
anesthesia and intravenous anesthesia, and using local 
analgesia as much as possible. A Walton apparatus 
has much to commend it, first because it is safe and less 
likely than a Boyle to produce vomiting, and secondly 
because it cannot take the patient beyond the first 
phase of the third stage. The department should 
always have a sucker, a laryngoscope, and endotracheal 
tubes. 

Most casualty operations are on the hand .or the face. 
The instruments and suture materials necessary for 
work in these regions—chiefly those designed by Gillies 
for handling delicate tissues—are well known and 
readily available, yet they are seldom found in casualty 
departments, where heavy, badly serviced, worn, and 
dull-edged instruments of the familiar veterinary type 
prevail, and the stoutest of silkworm gut is still the 
standard suture. With such gross equipment good 
reparative surgery is often impossible. 


Staff 


The Consultant Staff 


Few casualty departments are in the charge of consul- 
tants who have a daily responsibility in them. The common 
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arrangement is for one of the consultant staff (general 
or orthopedic) to have nominal responsibility for casualty; 
and he is sometimes seen there on Christmas day. This 
is a bad system for both patients and hospital. The 
many questions—clinical, administrative, medicolegal 
—which are always cropping up are dealt with, ad hoc, 
by the casualty officers and sister, with or without 
reference to a medical superintendent. There is no 
consistency of clinical or administrative policy, and 
the casualty department has no clinician of sufficient 
authority. If the sister and the house-officers differ, 
there is confusion and dispute. In matters of difficulty 
the sister has nobody to whom she can turn who is 
in a position to see that relatively senior house-oflicers 
and registrars maintain proper standards—-whether 
this concerns observance of inconvenient but potentially 
life-saving precautions (such as the 4-hour waiting period 
after a meal before a blood-borne anesthetic is given 
or the proper precautions for giving anti-tetanus serum), 
or such routine matters as the keeping of satisfactory 
notes. 


Where there is no daily direct consultant link, the 
hospital is not adequately protected against accusations 
of negligence. It is quite true that, even when casualty 
is a direct consultant responsibility, the consultant 
cannot be expected to spend the whole day there: 
the range of clinical work is too limited. But, if he 
visits it every day, and holds regular conferences with 
his casualty officers, he can ensure the necessary improve- 
ment in standard of work and the necessary consistency 
of clinical and administrative work. 


The clinical work he has to do is within the competence 
of any well-trained surgeon; it consists in general, 
orthopedic, or plastic surgery of a relatively simple 
nature. Hence the appointment can be held by a general, 
orthopedic, or plastic surgeon—provided it is linked 
with beds (so that the consultant is not forced to become 
a ‘‘ green belt’’ surgeon, spending a large part of his 
sessions as an overpaid chauffeur). Moreover, it should 
be linked with beds in the same hospital, though the 
consultant at the same hospital may with advantage 
hold one other outside appointment. 


I believe that in the past 8 years three of the twelve Lon- 
don teaching hospitals have allocated sessions in their 
casualty department to consultants. The amount of time 
thus given varies. At Guy’s, the consultant sessions are 
about nine, of which over half are done by the surgeon in 
charge of casualty. The fracture clinic work is done chiefly 
by the orthopedic consultants. Time per day in-casualty 
varies from 4 hours to only 1. What matters is that there 
is a daily and direct link to consultant staff. 


Surgical Registrars 

The registrar cover need not be continuous. The 
registrar’s réle is again less to do clinical work than to 
supervise and teach when the consultant is not there. 
An acceptable arrangement, adopted at Guy’s, is for the 
orthopedic registrars of the hospital to provide this 
cover in the casualty department. 


A deputy for the casualty consultant must be imme- 
diately available in cases of great emergency—.g., 
laryngeal obstruction—and for those difficult combined 
surgical, human, and administrative problems which 
tend to crop up in casualty at night. The proper person 
for this is the take-in resident surgical officer. 


Casualty House-officers 

When there is daily consultant and registrar contact 
the house-officer appointment in teaching hospitals 
can with advantage be kept a junior one. 

A suitable arrangement is for the night cover for the 


casualty department to be shared between house-officers 
doing their first 3 months. At Guy’s five of these (out of 
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ten) are chosen after this appointment to go on as full-time 
casualty house-officers. In their 3 months in this post they 
also have occasional duties in the orthopedic department, 
and they take their fortnight’s holiday. Their hours are from 
9 a.m. to 8 P.M., with a half day every second day. At any 
one time of the day there are two casualty house-officers on 
primary casualty and one on secondary casualty. With these 
arrangements the appointment appears to be of the right 
tension—neither too slack nor overloaded. 

The appointment is highly competitive. It is on the ladder 
of general appointments, and the casualty department has 
passing through it the best of the medical school. The hos- 
pital benefits from the senior house-surgeons and house- 
physicians having had experience of full-time casualty work, 
and the department benefits because aspirants to more senior 
posts are judged partly by their work in it. 


The way in which the consultant can best see that 
clinical standards are maintained is, I believe, to hold 
weekly conferences or seminars. At these, a casualty 
officer may analyse the department’s results with, for 
example, open injuries of the hand, fractures, burns, or 
hand infections. Or another may present for discussion 
a synopsis of recent publications on a subject such as 
tetanus, drowning, high-altitude flying accidents, or the 
use of ‘ Megimide’ (bemegride). 

Another important responsibility shared by the 
casualty house-officers of teaching hospitals can be 
assessment of the work of the students. 

Some system of marking the quality of the work done by 
students in appointments is almost universal. In the “ sign- 
up’ for the 3-month periods in the Guy’s casualty depart- 
ment, the marking is intended to reflect particularly the 
qualities on which success in hospital work so largely depend— 
e.g., reliability, common sense, thoroughness in examination 
and documentation, punctuality, and capacity to codperate 
with others, including their willingness to stand in voluntarily 
and unobtrusively when the department is particularly 
busy. Credit also given for ability in “ tissue craft,’’ as shown 
by work in the accident theatre; but academic knowledge 
and intellectual ability are secondary factors. 


” 


The casualty ‘‘ sign-up ’’ is intended to provide a reason- 
ably reliable record of an important aspect of the worth 
of the student. Making the assessment, in conference 
with the consultant, is also good experience for the 
casualty officer in a function of increasing importance 
in his work as he gets senior. 


Students 

The opportunities for practical work offered by the 
casualty department make it desirable that the student 
should come in contact with it for more than one short 
period during his career. On the other hand, this depart- 
ment does not really lend itself to full-time attendance. 
I see many advantages in the arrangements at Guy’s 
whereby during two of his surgical appointments (early 
in the first ward year, and just before qualification) 
the student attends in the casualty department on a 
rota which results in his being there for half a day or 
night about three times a week. He thus has 6 months 
of fairly concentrated casualty experience—the shortest 
period, I think, in which he can assimilate what the 
department should teach him. 
Nurses 

For the efficiency and smooth running of a_ busy 
sasualty department nobody is more important than the 
sister. Moreover in no other single post can one sister 
so influence the welfare and good name of the hospital. 
Matrons must therefore realise the need to give up one of 
their very best sisters for this exacting job. <A good 
sister, of easy but firm personality, who likes the post, 
and who has the strength to stand the strain for some 
years, enjoys wide authority not only in the hospital, 
but with other public services such as the ambulance 
and the police, whose good will can be so valuable in 
the hospital. 


THE CASUALTY DEPARTMENT 
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Number of Staff 

During the day the total staff of the Guy’s department, 
seeing about 100 new cases and 100 old ones daily, 
amounts to 3 students plus 4-6 students for two hours 
in the morning for dressings in the secondary wing, 
with 7 nurses, a sister, and 3 casualty house-officers, plus 
(as required) a dental officer, a registrar, and a consul- 
tant. This staff is busy. Only with difficulty are neces- 
sary investigations undertaken in addition to routine 
clinical work and teaching. I believe that such a staff 
represents a reasonable minimum for a teaching hospital. 
Nevertheless, it is more than is often found. 


Teaching and Clinical Work 


What I want to emphasise above all is that the work 
of a casualty department should conform to accepted 
surgical principle and practice. There is a very real 
need, for example, to get away from the concept that 
wound treatment is principally a. matter of ‘‘ wound 
stitching.’ The causes of the worst disasters in major 
accident surgery are inadequate toilet and exploration 
of the wound, inadequate removal of dead and soiled 
tissue, inadequate hemostasis, and wound closure under 
tension. The hazard of ‘‘stitching’’ finger or hand 
lacerations may be less than with a missile wound of 
the thigh ; but it still is the commonest cause of serious 
local complications—also due to inadequate toilet and 
exploration, inadequate removal of dead and soiled 
tissue, inadequate hzmostasis, and/or closure under 
tension. Ina casualty department the treatment of even 
small breaches of the surface of the hand ought to be 
governed by the principles by which major wounds are 
known to be best treated. 

For hand wounds without tissue loss, the “ stitching ”’ 
is of less importance than the toilet, the removal of dead tissue, 
and the hemostasis. The edges of most of such wounds will 
lie in reasonable apposition without “ stitching ’’ if need be. 
Of course the cleanest and quietest healing follows skin 
closure by accurate edge apposition by suture, after edge 
excision. But with an open contusion a too snug closure can 
precipitate severe infective and ischemic complications. 

In every open injury to the hand the potential risks are 
such that supervision by a qualified doctor is necessary before 
closure. If complete treatment has to be left to nurses they 
had better not close the wound by suture but depend simply 
on a thorough toilet, hemostasis, and a firm dressing. I am 
of this opinion despite the fact that transparent adhesive 
plasters and skin-glue techniques are likely to reduce the 
need of sutures as wound coaption agents. 


I have described elsewhere the methods which can 
be used to develop the teaching in casualty departments,‘ 
and the results of the work of students in repairs of 
open hand injuries.® ° 


Link between the Casualty Departments of Hospital 
Groups 


Mr. Lowden’s concept of central, large, well-equipped 
casualty departments in general hospitals, linked to 
outposts in the casualty departments of several small 
hospitals, is of great value. I agree with him that the 
most practicable and sensible arrangement is for the 
central casualty department to be in a general hospital 
rather than a hospital devoted to accidents only— 
though special accident hospitals in concentrated and 
industrial areas have been of inestimable value for 
special study, and for establishing special standards. 
The relation of a teaching-hospital casualty department 
to a regional casualty service such as Mr. Lowden 


4. Clarkson, P. Training of Dressers in Tissue Craft. Lancet, 1951, 
i, 1242. 


5. Clarkson, P., Deuchar, D.C. Treatment of Open Digital Injuries 
and the Training of Dressers in Tissue Craft. Proc. R. Soc. 
Med. 1950, 43, 1063 
6. Clarkson P. Care of Open Injuries of the Hand and Fingers with 
Special Reference to the Treatment of Traumatic Amputations. 
J. Bone. Jt Surg. 1955, 37A, 521 
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envisaged will obviously vary. At least as a start, teaching 
hospitals with subsidiary hospitals might well link the 
casualty departments of those hospitals to the larger 
casualty departments of the parent hospital. This would 
mean that staff for all outposts would be organised 
from the main central casualty. To this all serious cases 
from outposts would be sent for treatment. Like the 
provision of separate clean accident theatres, this would 
serve two purposes: (1) it would raise the general 
standard of result and thus reduce economic loss; and 
(2) it would increase and improve the teaching material. 


Conclusions 


The general standard of casualty departments today 
is the greatest single weakness in the hospital service. 
This low standard affects an immense number of patients 
and is responsible both for much unnecessary pain and 
disability and for great economic loss. 

The chief improvements necessary are : 

(1) Increased accommodation, especially in provision of 
sclean accident theatres. 

(2) Allocation to all major casualty departments, of a 
consultant making daily visits. 
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(3) Organisation (as described by Mr. Lowden) of regional 
casualty services by which smaller casualty departments are 
linked to larger central ones. 

Teaching hospitals have also to consider the problem 
as it affects the training of students. Today the demands 
of the curriculum tend to produce a medical graduate 
who may be crammed with facts, but who has had little 
opportunity for using and developing his practical 
judgment and those qualities on which much of his 
success as a doctor, and much of his value to his patients 
will depend. Work in casualty departments can help 
to correct this fault in education, but its opportunities 
are not being properly used. 

In most teaching hospitals, the reason for this waste is 
the lack of a consultant who takes daily direct responsi- 
bility for the department. In the absence of such a 
clinician teaching in those aspects of medicine most com- 
parable to general practice is inadequate. Indeed, it is 
eften worse than inadequate—namely, contradictory to 
accepted modern surgical principle and practice. 

Properly directed, casualty work can provide the 
student with rich opportunities both for learning ‘‘ tissue 
craft,’ and for development of qualities of personal 
responsibility. 





Personal Papers 


THE TREATMENT OF INCONTINENCE * 


WHEN I got up for the first time, after a four-months 
illness in bed, on May 18, 1930, I had to face the problem 
of dual incontinence. I had enjoyed normal good health 
till I fell ill. The illness had been a septicemia, treated 
by incisions,. fomentations, and antistreptococcal serum. 
During the fifth week I had suddenly become paralysed 
from the waist downwards, the diagnosis being trans- 
verse myelitis in the lower dorsal region. The paralysis 
remained absolute for 16 days. When I got out of bed 
for the first time, my legs were weak, incoérdinate, 
slow moving, and spastic, and some sensory disturbances 
were present. These defects, together with the fact that 
I had no control over my bladder or over my bowel 
during the action of a purge (the only method employed 
up to then), were considered to warrant a Lopeless 
prognosis, and it was held to be impossible that I could 
ever work again. Nevertheless, I did return to work 
71/, months later, and continued for many years to do 
my full work as a general surgeon and as a citizen ; 
and today, after 26 years, I enjoy good health, although 
I still suffer from dual incontinence and have a slow and 
conspicuously spastic gait. My purpose here is to show, 
so far as the incontinence is concerned, how this result 
was achieved. Methods had to be devised for treat- 
ment of the urinary incontinence by day, for its 
treatment during the night, and for treatment of the 
bowel. 

My bladder had become the automatic bladder. It 
acted on its own. I neither initiated its action, nor could 
I stop it. Sometimes I was aware that it was about to 
act, but it often acted without my knowledge. Its 
maximum content was about 4 oz. and it usually dis- 
charged 2-3 oz. Though on occasion it might remain 
dry for an hour or more, it could never be relied upon. 
Cystoscopy confirmed that there was a spasm not a 
weakness of the sphincter muscle. The lack of control 
was due to the small content, and I was authoritatively 
informed that I could never regain control unless the 
bladder content rose to at least 9 oz. During the night 
the bladder acted whether I was asleep or awake. Its 
action was usually painless. The urine was infected with 
Bacillus coli, and the bladder walls were thickened, so 


* Read before the Medical Society for the Care of the Elderly 
on April 20, 1956. 


that the bladder was always palpable, like a puerperal 
uterus, in the lower abdomen. 


TREATMENT OF THE URINARY INCONTINENCE BY DAY 


By a stroke of good luck I learnt of the existence of 
Hilliard’s micturition bags! and got one just after I 
got up. I have worn one ever since and it is to these 
essentially that I owe my active life. 

The duplex bag consists of two parts—an upper or 
receiving part, and a lower part or reservoir, connected 
by a rubber isthmus containing a metal tube so as to 
prevent kinking or occlusion. The upper part is suspended 
in front, by two large buttons, to a web waist-belt ; 
and any shaky old patient can adjust it. It is a thin red 
rubber bag about 9 in. deep, with soft pneumatic-rim 
edges: its posterior edge rests behind the scrotum, and 
with ordinary care it remains securely in position. Just 
inside it is a small rubber flap to ‘prevent urine spilling 
backwards when the patient sits. The scrotum and penis 
hang loosely in the bag. The lower part can be emptied 
as often as desired by withdrawing it through the 
trouser flap and unscrewing the plug at its lower end. 
The gusset of the pants should be cut out, so tas the 
bag can hang naturally. 

The bag rests within the left trouser leg and the lower 
part is opposite the calf. It is made of the best soft 
rubber, is comfortable, and ‘never chafes. It has no 
valves, for there should be no risk of back flow from its 
lower part. It is patented and is of uniform quality. 
It costs 70s. It has stood the test of many years. The 
makers claim that it is invisible; and it is certainly 
true that friends who know me well are quite unaware 
that I have any urinary trouble. 

There is one point of great importance in using the 
bag. The wearer must not sit on a low seat, or the urine, 
if the bladder acts, must flow backwards. The use of an 
easy chair, or a couch, or any low chair or low seat of 
a motor-car, is interdicted.- The ordinary chair, of the 
height of an armchair or kitchen chair, is satisfactory. 
This difficulty can be got over by using a ‘Sorbo’ 
rubber cushion, and since using this in driving a motor- 
car I have been quite free from urinary accident. It 
can also be used to enable one to sit in an easy chair. 
The wearer of the bag should never sit with the legs 
crossed. 

The cleansing of the bag is of cardinal importance. 
r use the method Suggested by the makers. 





% Ww. B. B. Hilliard & Sons, 123, Douglas Street, Glasgow, C. 
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At night I wash the bag thoroughly clean with tap water. 
Next I pour a saturated solution of common salt into the 
lower part of the bag. I then wash out the upper part (to 
free it from any small particles of salt which may be irritant 
the following day), and run off the salt solution. The following 
morning I wash the bag thoroughly before use. 


This method is satisfactory. I have tried chemicals and 
ruined a number of bags. The makers provide a sponge 
in the lower part of the bag, partly as a silencer, but 
my small bladder content does not necessitate this 
and I feel it is easier to cleanse without. In the event 
of a bag becoming dirty, possibly a brief exposure to 
boiling water would be effective. 

The above arrangements will enable a man who suffers 
from urinary incontinence to take his place in society 
and at work without embarrassment or discomfort. 

THE 


TREATMENT OF URINARY INCONTINENCE DURING 


NIGHT 


The method which I devised at a very early stage 
is very simple in principle. It consists in placing a small 
turkish towel (face cloth) in a small kidney-dish, and 
lying forwards in the semiprone position in bed, with the 
genital organs therein. When I awake, I switch on the 
light, and empty the contents into a larger kidney- 
dish by the side of the bed, take a fresh towel, and go. to 
sleep in a similar position on my other side. ; 

Though this procedure is simple in principle, it calls 
for a good deal of accessory essential detail. I prefer 
lights above my bed to a movable side lamp which is 
liable to be upset and damaged. It is necessary that 
one does not change position during sleep: I have found 
no difficulty about this. One must awake often enough : 
I have awakened spontaneously during and ever since 
my illness about seven times every night. When one 
awakes, one must put on the light at once and carry 
out the brief procedure described above. Also, one 
must go to sleep again without undue delay and loss 
of sleep—which may not be so easy. One must be able 
to tolerate the semiprone position without aches and 
pains especially of the underlying shoulder. The mattress 
must not sag in the centre. One must lie on a mackintosh 
and drawsheet. I prefer a plastic sheet? to thick cold 
rubber sheeting: it is light, cheap, and easily handled 
but will not stand up well to severe heat. And, lastly, 
arrangements must be made for the daily cleansing and 
occasional boiling of the towels. 

Considering that I have made no changes in my habits 
of eating and drinking, this method (though not guaran- 
teed free from trouble) works very well; but a good 
deal of initiative is demanded of the patient. 

Before I leave the subject of incontinence of urine, 
I should like to refer to a complication. A few years 
after my illness, I was threatened with a double inguinal 
hernia, the tissues having become so thin that it seemed 
only a matter of time before the bulge became a hernia. 
I took a very few measurements, sent for a Brooks 
appliance, and have worn one during the day ever 
since—i.e., for 15 or more years. The inguinal canals 
have not deteriorated any further. This is a high tribute 
and supports the view that the best way to use such an 
appliance is to begin before the hernia actually develops. 
In case of a urinary accident, the tapes between the 
thighs are enclosed in a small rubber tube which is 
quite comfortable. But my great fear in using an addi- 
tional appliance was that they might no longer be 
invisible—a matter about which the incontinent patient 
is very sensitive. I found that this could be obviated 
by placing the two buttons which support the bag as 
far apart as possible. The posterior rim remains firmly 
in position behind the scrotum, the anterior rim is 
straight, and both appliances are unnoticeable. 


2. Denbar Ltd., 134, Curtain Road, London, E.C.2. 
3. Brooks Appliance Co. Ltd., 80, Chancery Lane, London, W.C.2. 
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TREATMENT OF THE INCONTINENCE OF THE BOWEL 


I speedily found that, although I had no control 
during the action of a purge (and indeed I have never 
regained control), the rectal sphincter had a fair degree 
of efficiency. I was fortunate in that although my legs 
were spastic, and my bladder sphincter spastic, I had no 
spasticity of the bowel and could have regained normal 
action of the bowels but for the fact that the sphincter 
could not adequately resist if the bowels wanted to 
move at an inconvenient time. The sphincter was quite 
strong enough to hold an enema, and I found that an 
enema (either of soap and water or of glycerin and 
water) every 48 hours ensured that the bowel remained 
safe in the interval. I could not, however, escape the 
use of a bedpan, and this antiquated instrument, which 
has been hated by so many patients, and the draw- 
backs of which were greatly aggravated in my case, was 
one of the penances of my life. I am glad to know that 
it is already being displaced in many of our geriatric 
hospitals by ambulancy and by the sanitary chair.‘ 

Nature, however, has limits of tolerance. After 15 
years or more she, rather suddenly, refused to admit 
the enema; after a ecupful had entered the rectum, 


. anything more, under whatever pressure, simply ‘flowed 


back. I had good reasons for thinking the cause was not 
a malignant growth, and at once proceeded to treat- 
ment. Using a douche-can and connecting it to a stomach- 
tube, I gave myself a cupful of enema, then sat down, 
inserted my right middle finger in the rectum, and moved 
the prostate up and down. Within a minute or there- 
abouts this induced a small motion. This whole pro- 
cedure, repeated several times, gave by instalments a 
good bowel movement. I have used it for a good many 
years, without apparent deterioration. I noticed that, 
on the portion of the motion coming from the sigmoid 
flexure, there were unusual markings—flattenings, a 
groove, and a dimple at the proximal end. The explana- 
tion of these unusual phenomena was ultimately provided 
by my surgeon. He had seen me for piles, which he 
twice injected with success and which later remained 
prolapsed. He suggested that I had developed a prolapse 
of the prostate with some kinking of the bowel. He 
attributed it to the long course of enemas. I believe 
the real cause was the bedpan. 


CONCLUSION 


The above description gives a full but brief account 
of my personal method of dealing with incontinence, 
and may be of use for other similar cases. There are a 
few points to be added. An equally good result can be 
obtained in the case of a woman severely disabled from 
spinal paralysis due to injury; a full account of the 
technique will be found in Disabilities, and How to 
Live with Them ® under the heading ‘‘ A Broken Back.”’ 
Certain qualities of temperament are needed, of which 
the most notable are 2quanimity, courage, independence, 
optimism, and perseverance. These, however, are of 
little use without knowledge. There must be a close 
coéperation between doctor and patient, though scarcely 
perhaps so intimate as I attained myself, being doctor 
and patient. A sympathetic home life, a sufficiently 
‘* uncrowded ’’ house, and some reserve of money are 
most desirable. 

Disabilities have, in general, compensations—some- 
times great compensations. No normal men or women 
would wish to have them, of their own free choice. 
But it is possible to live happy and useful years by 
adapting oneself to them. 

“Sweet are the uses of adversity ; which, like the toad, 
ugly and venomous, wears yet a precious jewel in his head.”’ 
x: ¥. 8. 








4. G. McLoughlin & Co. Ltd., Hugh Street, Rochdale, Lancs. 
5. Published by The Lancet Ltd., 7. Adam Street, Adelphi, 
London, W.C.2. 1952. Pp. 243. 10s. 6d. (Postage 6d.) 
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NEUROTIC ILL HEALTH 
A STUDY IN GENERAL PRACTICE 


J. D.. PAULETT 
M.R.C.S. 


THE amount of neurotic ill health in the adult popula- 
tion is not agreed. Analysing their own work, general 
practitioners have cited figures varying from 50% 
{Pougher 1955) to 2%; most assess the proportion at 
2-3% (Taylor 1954). 

Examination of general practitioners’ prescriptions 
suggests that the estimate of 3% is too low. Tonics and 
hypnotics alone account for 25% of prescriptions issued 
by general practitioners (Dunlop et al. 1953); and 
vitamin, iron, or indigestion mixtures, constipation 
remedies, and analgesics account for a further 35%. 
Possibly many of these prescriptions are issued to patients 
with neurotic states, perhaps undiagnosed. Fraser (1947) 
estimated that neurosis accounted for 25% of industrial 
sickness. Fowler (1955) considered that a third of those 
legitimately registered under the Disabled Persons Act 
were suffering from neurosis, although their disability 
was often erroneously attributed to some organic dis- 
order. Markowe and Barber (1953) found neurotic 
symptoms in about half the industrial workers they 
studied. Leigh (Bodkin et al. 1953) suggested that 
probably 60% of the population have neurotic symptoms. 
Both Tredgold (1949) and Leigh believe that the 
‘** missed ’’ psychiatric cases in industry and in general 
practice do not differ from those ordinarily seen in 
psychiatric outpatients’ or industrial clinics. 

I describe here an attempt to estimate the prevalence 
of neurotic symptoms in a general practice, and comment 
on treatment, prognosis, and disability. 


Method 

The practice studied is one in a partnership of five 
principals, established in 1949 on a London County Council 
housing estate. The patients are a fairly representative 
urban population ; they are included in the present study 
if symptoms of neurosis had been present for more than 
one month, and investigation had failed to reveal 
any physical disease. 


Treatment 

The purpose of treatment was to enable patients to 
understand their symptoms and lead a normal life, 
rather than to abolish the symptoms. 

The patient is reminded that he had symptoms refer- 
able to several organs (lungs, bladder, heart, &c.); and 
it would be hard to reconcile the absence of signs with 
‘* disease ’’ of one organ, let alone several. (This point 
gains emphasis if the symptoms are of considerable 
duration.) Some explanation other than physical illness 
has to be sought. 

The situation is presented to the patients in the follow- 
ing light, using phrases appropriate to the patient’s level 
of understanding : 

The action of the heart, the pressure within the blood-vessels, 
and the filling of the lungs with air and other viscera with their 
normal contents, are usually performed with little subjective 
awareness of these events. Many of the symptoms of neurotic 
ili health are due simply to the patient becoming acutely 
aware of his bladder filling with urine, the need to fill his 
lungs with air, the effect of filling his stomach, and the filling 
of his heart and vessels with blood. Some symptoms, such as 
muscular pain and headache, are variants of the normal. We 
can prove to ourselves that pain is a normal property of 
muscle, by the simple expedient of keeping our feet on the 
mantelshelf once that position has ceased to be a position of 
comfort ; pain developing in the muscle would appear to be 
the penalty of maintaining a position for so long that the 
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balanced distribution of effort in maintaining posture is 
distorted. 

All activities of the body are known to vary with emotion, 
We tremble, go pale, and sweat with fear, our stomachs “ turn 
over,” our heart beats fast, and we may even gasp with 
pleasure ; the anxious person will repeatedly wipe his sweating 
palms and re-visit the lavatory, and his dry tongue may 
adhere to the roof of his mouth. The love-sick girl goes off 
her food, cannot sleep at night, and frequently sighs. We all 
refer to our worries as a ** headache ”’ or a * pain in the neck.” 

Such increased awareness of the body’s function is, therefore, 
more suggestive of disturbed nervous coritrol than of physical 
illness. The medical examination having eliminated the 
possibility of physical disease, a diagnosis of neurotic ill health 
is reasonable. (The term “ neurotic ’’ is avoided ; and more 
acceptable words, such as “ emotion ”’ “ anxieties,’ or even 
** nervous,” are employed.) 

Some people are more liable than others to this kind of 
disturbance : human beings are not at all as alike as peas in 
a pod, and one way in which we differ is in the nature of our 
feelings and the manner in which our bodies respond to our 
feelings. Some people blush easily, are sleepless when worried, 
and tremble when they are angry. These responses are 
acquired early in life, and no doctor can boast of the power 
to alter this kind of human characteristic. The doctor's réle 
is to detect and treat illness, and not to align his patient’s 
bodily responses with some hypothetical norm. 


It is emphasised that this explanation is not a denial 
of the reality of the symptoms. That the symptoms are 
real and distressing is admitted, and there is no suggestion 
that the patient is ‘‘ imagining’’ what he describes. 
(Unless the patient is convinced on this point, he may 
return prepared to give an account in more dramatic 
detail.) 

While the symptoms do not denote some physical illness, 
nevertheless they mean something. They mean that the 
patient is facing an emotional strain, and although this has 
not led to physical disease it cannot be guaranteed that this 
will not ultimately occur. It is expedient, therefore, to make 
some kind of adjustment in the way of life, to avoid the 
penalties that may ultimately be paid for ignoring these 
symptoms. Simply drinking * medicine ”’ is in fact ignoring 
the real cause and the proper approach to the problem. The 
cause lies in some emotional disharmony (perhaps with wife or 
children, or at the place of work) ; and it will be through an 
understanding of the doubts, conflicts, frustrations, and dis- 
appointments with these personal matters that a doctor can 
help most. It is for the patient to choose whether he shall 
discuss his affairs or try to manage on his own. 


The majority of patients so approached had clearly 
been under the impression that they had some physical 
illness. Not all reacted favourably to this explanation 
—some thought that they were being accused of malin- 
gering, or of trying to obtain medicines to which they 
were not entitled—but the vast majority appeared 
genuinely relieved to hear that they had no organic 
disease, were content with the diagnosis, and accepted the 
explanation. 

Survey 


100 consecutive patients who had been seen by 
appointment in 1949, when they were treated in the 
way described above, were reviewed in 1953, during 
which year all surgery attendances were separately 
recorded. These 100 patients included 66 in whom the 
final diagnosis had been neurosis. Of the 66, 15 had left 
the district and 4 had transferred to other doctors, 
leaving 47 for follow-up study. This ‘‘ neurotic group ”’ 
was compared with 47 submitted to routine examination 
in 1949 and found to be healthy. 

In table 1 the frequency of symptoms in the present 
neurotic group is compared with that in Wood’s 
(1941) military patients with effort syndrome and 
Fraser’s (1947) groups of industrial workers. 

Surgery attendances during 1953 by the “‘ neurotic ”’ 
and ‘* healthy *’ groups are shown in table m1. The total 
attendances did not differ greatly between the two 
groups. The neurotic group attended rather less often 
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TABLE I FREQUENCY OF SYMPTOMS 





Present 
Wood “* neurotic 
(1941) group 
** Neurotic ” “ Fit” 


Fraser (1947) 


° 0 ° 
) o vo o 
Headaches ais ~ 57 27 72 80 
Dizzy spells -> ‘ ; 78 70 
Pain (left chest) .. ne ae “ 78 34 
Pain all sites ae ee 37°5 18 - 68 
Sweats oa se ain 80 62 
Breathlessness o* 93 61 
Palpitation xs 89 53 
Trembling ‘ oe ee oe 65 50 
Lassitude - ac 70 25 88 44 
Insomnia .. - we 50 75 18 39 
Dyspepsia (flatulence) .. 42 12 - 36 
Frequency of micturition : ee 10-5 27 
Diarrhoea . ee 26 18 


on account of organic illness ; but, once a patient in the 
neurotic group had reported an organic illness, repeat 
visits were very frequent. This probably indicates that 
neurotics attending on account of organic illness 
continued to attend in order to report progress, comment 
on symptoms, or gain “‘ one more week off work as I 
am not quite fit yet ’’ ; and many needed firm reassurance 
before agreeing that they had regained physical health. 
The relatively fewer cases of organic illness in the 
neurotic group may reflect an observer bias by which 
organic symptoms were assumed to be functional. but 
that it reflects a different attitude to physical illness 
among the neurotic group is confirmed by the figures 
for surgical operations, which were as follows : 
“Healthy’’ ‘* Neurotic’’ 
Before 1949 .. ee ee oe os x 5 
1949-53 oe = oe oe oe 12 3 
20 8 
In the healthy group the majority of the operations 
were for hemorrhoids, hernias, or varicose veins. Prob- 
ably the neurotic group avoided the trauma of such 
operations by opting for medical treatment. Similarly 
at the time of the original examination in 1949, the 


TABLE II-—SURGERY ATTENDANCE DURING FOLLOW-UP YEAR 
(1953) 


‘Neurotic” “ Healthy” 
No. of patients who attended surgery aa 30 26 
Physical illness 
First visit .. as ae on ae 10 19 
Subsequent visits — te on 36 12 
Neurotic symptoms : 
No. of visits <* -* os we 30 22 
Total .. iad oa - “2 66 53 
No. of patients who did not attend surgery 17 21 


proportion of patients who had postponed dental treat- 
ment until total extraction was the only remedy was 
39% in the neurotic group, compared with 16% in 
the healthy group. 

This outlook may have affected surgery attendances. 
Commonly the intercurrent illness that brings a patient 
to the surgery is inflammatory, and the treatment of 
choice may be a course of penicillin injections. The 
patient with neurotic ill health possibly prefers his own 
gentle poultice to the ordeal of ‘‘ the needle.’’ But having 
discovered that he runs no risk of pain by attending the 
surgery, he tends to continue attendances. 

Up to 1949 patients with neurotic symptoms had 
attended their general practitioner more frequently than 
a group in apparently good health; but by 1953 this 
difference was no longer evident, which suggests that the 
treatment largely succeeded in its limited objective of 
promoting tolerance of symptoms and undermining 
reliance on habitual medication. 
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Incidence of Neurotic Ill Health 


The follow-up study has shown that neurotic symptoms 
appeared in people who had previously been considered 
fit; and the difference between a neurotic person and 
others is probably quantitative rather than qualitative. 

At the end of the sixth year of practice the patients had 
been on the doctor’s list for an average of five years. 
By this time, all but 5-5% of the adults had had a 
physical examination for the reason of ill health. 65% 
(60% men, 70% women) were found to have neurotic 
symptoms and no organic disorder ; these symptoms had 
been present for at least a month. This suggests that if 
the study could have been extended over the patients’ 
life-time, an episode of neurotic symptoms would 
probably be found at one time or another in every person. 
Disability 

The presence of neurotic symptoms cannot be equated 
with neurotic illness. Between 1949 and 1953 none of 
the patients in the neurotic group were disabled by 
neurotic symptoms alone ; and all were able to continue 
at their tasks without sustained medicinal treatment, as 
long as they could be adequately assured on their state 
of physical health, and understood a rational explanation 
of their symptoms. But the 4 patients who between 1949 
and 1953 transferred to another doctor outside the 
partnership may have done so in order to obtain medical 
permission to become disabled, or to receive continuous 
medication. 

The fact that nearly all people at some time in their 
lives pass through episodes of emotional disturbance 
sufficient to produce neurotic symptoms is a source of 
valuable reassurance to the patient, and presented in a 
proper light may allay his fear that he is a * neurotic.” 
The knowledge that the vast majority of people with 
neurotic symptoms are living useful, responsible, con- 
structive, and not necessarily unhappy lives encourages 
the patient to do likewise. 


Conclusion 


General practitioners are expected to be able to deal 
competently with the problem of neurosis; but the 
hierarchy of the profession, with a few exceptions, 
concerns itself little with this problem as it arises in 
general practice. 

Research in mental health, and the understanding of 
psychoneurosis, is probably impeded by the general 
assumption that neurotic symptoms do not merit serious 
study until they regult in disability. The etiology of 
neurotic symptoms, and the evolution of symptoms into 
disability, are problems of national importance. It 
would seem that if research is to be undertaken seriously, 
the place to start would be in general practice. 


Summary 


In a general practice it has proved possible, by an 
educative technique, to turn the interest of patients with 
neurosis from medicinal relief to a solution of personal 
problems ; residual symptoms are tolerated. 

In this practice disability from neurotic illness is rare ; 
but in a five-year period 70% of all patients were observed 
to have symptoms of neurosis. 

Research into the etiology of neurotic ill health should 
begin in general practice. 

REFERENCES 

Bodkin, N. J., Gaze, R. B., Gomez, G., Howlett, M. J., Leigh, D. 
(1953) Brit. med. J. ii, 723. 

Dunlop, D. M., Inch, R. 8., Paul, J. (1953) Ibid, i, 694. 

Fowler, P. B. 8S. (1955) Lancet, i, 467. 

Fraser, R. (1947) The Incidence of Neurosis among Factory Workers. 
H.M. Stationery Office. i 

Markowe, M., Barber, L. E. D. (1953) Brit. J. industr. Med. 10, 125. 

Pougher, J. C. E. (1955) Brit. med. J. ii, 409. 

Taylor, S. (1954) Med, World, Lond. 81, 137. 

Tredgold, R. F. (1949) Human Relations in Modern Industry. 
London. 

Wood, P. (1941) Brit. med. J. i, 767, 805, 845. 





me. coe on Sa Se 


ee ae ee ee a 





EE ee Oe re a 


eS 


- 


— + eee 


ee A i oe el 


Fr eo 








THE LANCET] 


HOSPITALS AND THE PRESS 


THe Minister of Health has approved the recom- 
mendations of a conference of representatives of the 
medical profession and the press on the routine pro- 
cedure in hospitals for giving information to the press 
about the condition of patients. The conference was 
held under the auspices of the public relations committee 
of the B.M.A., with Dr. H. Guy Dain as chairman. 

The recommended routine procedure is as follows : 
Sickness Cases 

Information should not be divulged to the press without 
the consent of the patient beyond the statement that the 
person named in an inquiry is a patient. Where, however, 
even this statement would be deleterious to the patient’s 
interests, his presence in the hospital should not be disclosed 
without his consent. For example, in certain special hospitals, 
such as mental hospitals and sanatoria, where the mere 
admission of the patient implies the nature of the diagnosis, 
no information should be given to the press without the 
patient’s consent and that of the doctor in charge, who should 
satisfy himself that to give the information would not be 
prejudicial to the patient’s interests. 

In the case of well-known people (and subject always to 
the patient’s consent), a brief indication of progress may be 
given, in terms authorised by the doctor in charge. 

Where the patient is too ill to give his consent, or is a 
minor, the consent of the nearest competent relative should 
be obtained. 


Accident Cases 

(a) Individual cases.—The press should be given, on 
inquiry only and at the time of the inquiry or as soon as 
possible afterwards, the name and address of the patient 
and a general indication of his condition but not necessarily 
a diagnosis. The patient’s relatives should, if possible, be 
informed before any statement is given to the press; but 
if it has not been possible to do so, this should be made clear 
to the press. Further information should be given only with 
the patient’s consent. Where the patient is too ill to give 
his consent, or is a minor, the consent of the nearest competent 
relative should be obtained. 


(b) Multiple cases.—In accidents involving a number of 
people (for example, a railway or air accident) all reasonable 
steps should be taken to ensure that relatives of the injured 
have been informed before the publication of names, bearing 
in mind the necessity of early publication to dispel the pacer 
of the next-of-kin of all other persons who were, or might 
have been, involved in the accident. Further information 
should be given only with the patient’s consent. Where the 
patient is too ill to give his consent, or is a minor, the consent 
of the nearest competent relative should be obtained. 

Hospitals admitting accident cases should maintain a 
casualty book or other similar records by reference to which 
inquiries may be answered. 


General 

All hospitals should ensure that a sufficiently experienced 
and responsible officer of the hospital is at all times available, 
in person or by telephone, to answer press inquiries, and 
should nominate an officer or officers for this purpose. 

When dealing with representatives of the press or broad- 
casting or television authorities who call at hospitals and are 
unknown to them, such hospital officers are advised to ask 
to see evidence of accreditation in the form of a document 
issued by the representative’s newspaper, news agency, 
photographic news agency, or other authority, or a member- 
ship card of the Institute of Journalists or the National 
Union of Journalists. Telephone inquirers not’ known to the 
officer receiving the call can, if necessary, be asked to give 
a number which can be rung back for the purpose of checking. 

Satisfactory coéperation between hospitals and the press 
will depend on the observance of conduct that will promote 
mutual confidence and good personal relations. Difficulties 
and misunderstandings should be taken up between the 
hospitals or board concerned and the national or local press. 


A memorandum from the Ministry of Health,? com- 
mending these recommendations to hospital authorities, 
states : 


1, HM.(56)58.. “ 
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“The Minister regards the maintenance of good relations 
and the promotion of mutual confidence between hospitals 
and the press as an important aim, to which the obervance 
of an agreed procedure can, usefully contribute. It must in 
his view be for each hospital authority in the last resort 
to determine what its action in this matter shall be, whether 
generally or in a particular case. . . 


WORK OF THE KING’S FUND 


Ar the fifty-ninth annual meeting of King Edward’s 
Hospital Fund for London on June 26, the DuKE or 
GLOUCESTER emphasised how many-sided are the 
Fund’s contacts with the hospitals of London. In 1955, 
in addition to developing the work of its three staff 
colleges and its many other activities, the Fund made 
a series of substantial grants, amounting to over £260,500, 
to the hospitals. This total included some large grants 
to mental hospitals. A grant had been made to the 
Bromley Group Hospital Management Committee for 
the purchase and equipment of a centre where outpatients 
with psychiatric disorders could receive treatment, and 
could join in a wide range of group activities sponsored 
by a general as distinct from a mental hospital, and 
carried on with the aid of voluntary help from the 
surrounding community. The hope was to tide patients 
over periods of psychiatric illness without entering a 
mental hospital at all. The Fund’s efforts to help the 
mental hospitals were being supplemented at the staff 
colleges by special courses arranged for matrons and 
chief male nurses, and for sisters and male charge nurses 
from the mental and mental-deficiency hospitals. A 
new series of short courses for domestic superintendents 
from both general and mental hospitals had been started 
under the auspices of the division of nursing with 
the help of the National Institute of Houseworkers. 
There seemed to be ample evidence that they were 
meeting a real need and were stimulating interest 
both in the training of domestic staff and in the 
increased use of labour-saving equipment in the 
hospitals. 


Lord ASHBURTON, the treasurer, moving the adoption 
of the accounts for 1955 said that income from securities 
and properties was about £21,000 more than in the 
previous year. Annual subscriptions and covenants had 
increased from £4900 to £5300, and donations from 
£3100 to £4600. The total from legacies in 1955— 
£52,000—was more than double that of 1954, and once 
again the Fund had received a donation of _ £50,000 
from the Nuffield Trust for the Special Areas. Sir 
ERNEST POOLEY, chairman of the management com- 
mittee, referred to the work of the nursing recruitment 
service 

‘““Of those who are still prepared for the long training 
required for full qualification in nursing, possibly a higher 
proportion than ever seek to enter one or other of the teaching 
hospitals. As a result, the work of the Fund’s nursing recruit- 
ment service in dealing with the disappointed surplus at 
these hospitals, and trying to persuade them that a good 
training may be had elsewhere, remains among the most 
important of its activities.” 


Lord McCorquopaLe, chairman of the Hospital 
Administrative Staff College, remarked that the national 
training scheme, to be operated jointly with Manchester 
University, was scheduled to start in the autumn. The 
arrangements provided for the selection and training 
of younger officers already in the service who showed 
real promise, of university graduates, and of other 
professionally qualified entrants who were attracted to 
the service as a career and who might be expected to be 
eligible for future promotion. The Minister of Health 


and the Secretary of State for Scotland had offered for 
open competition this year sixteen training. posts in 
hospital administration. 
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Conferences 


BRITISH TUBERCULQSIS ASSOCIATION 

Some 150 members of the association attended the 
annual conference at Bristol on June 27—30; and guests 
came from the United States, Canada, Denmark, Eire, 
India, Pakistan, and Nepal. The theme of the programme 
was, in general, a retrospective view of the preventive 
and therapeutic aspects of tuberculosis work. The 
conference was opened by the chairman of the South 
Western Regional Hospital Board, Alderman Sir A. 
HAVERGAL DOWNES-SHAW. 

Dr. A. L. CocHRANE discussed the logical application 
of our present knowledge of epidemiology to the control 
of tuberculosis. He suggested that intensive mass X-ray 
programmes (perhaps compulsory) and strict supervision 
of the ‘‘ difficult old men’”’ could lead to the virtual 
eradication of tuberculosis in this country. 


COLLAPSE THERAPY 

In a symposium on collapse therapy, papers were read 
by Dr. A. T. M. Roperts (artificial pneumothorax), Dr. 
HaroL_p GuyON TRIMBLE (artificial pneumoperitoneum), 
and Mr. R. H. R. Betsey (surgical collapse). It seemed 
that the artificial pneumothorax had been by no méans 
forsaken in this country and both the papers and the 
discussion showed it was still in use in several places 
in very selected cases, particularly as a short form of 
treatment—e.g., nine months to'a year. As for pneumo- 
peritoneum, Dr. Trimble felt that a procedure which 
statistics showed could close twice as many cavities 
in half the time should be encouraged rather than dis- 
couraged. Dr. F. H. Youne, closing the discussion, 
emphasised the value of collapse therapy after, rather 
than at the same time as, chemotherapy; and he 
illustrated some of his encouraging results with plombage. 

RESECTION 

The results of resection in over 400 cases, followed 
over periods of five to nine years, were described by 
Mr. F. RoNALD EpwWarpbs, one of the pioneers of resection 
for pulmonary tuberculosis in this country. Resection 
remained an operation always to be used in conjunction 
with chemotherapy and with a morbidity-rate and (in 
a large series) a mortality-rate to be reckoned with. 

B.C.G. VACCINATION 

The Medical Research Council’s committee on the 
B.C.G. vaccination clinical trials set out the background 
of their recent report on B.c.G. in school-leavers, and 
gave further figures of a 2!/,-year follow-up.  B.C.G. 
vaccination in the group in which both applied could 
be expected to reduce the incidence of tuberculosis by 
about 80% as between vaccinated and unvaccinated, 
and by about 55% in a population containing both 
tuberculin positive and negative persons. Dr. P. D’ARcy 
Hart, Dr. IAN SUTHERLAND, and Dr. T. M. PoLiock, 
who presented the report, stressed also that large 
tuberculin-positive reactions were of clinical importance 
in that those who had them were four times more likely 
to develop tuberculosis in the period that followed. 
Dr. MARY FARQUHARSON gave the opinion of a clinician 
on the use of B.c.G., and her figures showed that in her 
area it was becoming commoner not to find a source 
ease when a diagnosis of tuberculosis had been made. 
She strongly supported the use of B.c.G. in tuberculin- 
negative people exposed to risk, and she described the 
pattern of tuberculosis to be expected when B.C.G. was 
more widely used. Prof. WILFRID GAISFORD gave an 


account of some work he had done on freeze-dried 
vaccine as compared with Danish B.c.G. vaccine, about 
which Dr. KNup TOLDERLUND also spoke. There were 
hopes that a non-living antigen might be in the offing. 
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REHABILITATION 


In a final session on rehabilitation, Dr. A. F. FostEr- 
CARTER discussed whether rehabilitation programmes 
and graded work were still needed : although the average 
period in hospital was now so much reduced, there was 
a real need he said, for such a programme starting in 
hospital and continuing until final and satisfactory 
employment was reached. Brigadier T. F. KENNEDY 
described the activities of Remploy, of which he is 
principal medical officer, with emphasis on the value of 
real work in the morale of all types of disabled men and 
women. In Canada, as described by Dr. LACHLAN 
MACPHERSON, of New Brunswick, the emphasis was on 
training and education during a long stay in hospital. 
Some of the most interesting problems were raised by 
Dr. FAULKNER HuDSON, concerning the actual types of 
work suitable for men disabled either by tuberculosis 
or other illnesses, and the need for further study of facts. 
Too much was traditional and guesswork. The discussion 
confirmed that rehabilitation is still very much needed, 
despite full employment. Dr. R. R. Trai closed the 
session by referring to some of the results at Papworth, 
the value of a good social worker and pD.R.o., and the 
greatly improved prognosis and economic status of those 
who have the patience to benefit from planned 
rehabilitation. 


Parliament 


The Home Office and the Child 


IN opening the debate on July 2 on the work of the 
Home Office, Mr. KENNETH YOUNGER referred especially 
to its children’s department. He was glad that the 
terms of reference of the departmental committee which 
is to sit under Viscount Ingleby will enable it to consider 
what needs to be done to forestall the neglect of children. 
He agreed that much could be done under the existing 
law, but there was a psychological resistance to proper 
coérdination and the rivalries between different services 
had not been overcome. Mr. Younger believed that the 
Children’s Act, which he had introduced seven years 
ago, had justified itself and had led to a growing under- 
standing of the problems of children who had no normal 
homes. Errors were, no doubt, still made but they were 
errors of judgment rather than of malice or indifference. 

In his reply Major LLOYD-GEORGE agreed to the need 
to coérdinate the measures taken by the many welfare 
workers who might be concerned with different aspects 
of social service in the home. He also agreed that we 
should not try to relieve parents of their obligations, 
but rather help them to discharge those obligations. 
He felt that those responsible for the social services 
were increasingly aware of this. If there was a weakness 
it was rather in the practical work of the services, many 
of which were new and had not yet settled down and 
found their proper spheres of work. He believed there- 
fore that what was needed was a technical study of 
the steps already taken to improve coérdination and 
local authorities had been asked for particulars of the 
arrangements in force in each area. 

Miss JOAN VICKERS was disturbed that during 1954 
more than 64,000 children came into care. Of these 
13,000 were under 5 years of age. Admittedly, some 
came in only for a short time but it was an unsettling 
experience for a child. She would like to see the mothers 
of illegitimate children and widowed or deserted fathers 
given more help so that they could keep their children 
under their own care. She also pointed out that 8% 
ef the children who came into care had been evicted 
from their homes, often homes of the local authorites. 
It was short-sighted to evict a family because it did 
not pay the rent regularly. To put the children into care 
was more expensive and gave the family no chance to 
improve its status. Where necessary families should 
be given more guidance in balancing their budgets and 
helped to improve their home standards by the provision 
of household equipment. Some needed domestic assistance 
or sitters in. There should be more accommodation 
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for mentally-defective children. As Margaret Mead 
had said, the family had not suddenly lost its moral 
fibre ; it had lost its grandmother and its maiden aunt. 
Mr. SOMERVILLE HASTINGS was concerned that 
neglected children of under 12 were kept in remand 
homes with boys up to 16 who might have been in 
approved schools and were often really little toughs. 
e asked the Home Secretary to urge local authorities 
to provide special reception centres for children under 12. 


Abolition of the Death Penalty 


On June 28 the third reading of Mr. SYDNEY 
SILVERMAN’s Bill was carried by 152 votes to 133. At 
the report stage, thanks to an adroit parliamentary 
manceuvre by Mr. Silverman, the amendment, passed in 
committee by 4 votes, to retain the death sentence for a 
murder committed by a person already serving a life 
sentence was removed. The Bill has now been sent to 
the House of Lords. In his speech at the third reading 
Major GwityM LLOYD-GEORGE, the Home Secretary, 
made it clear that it goes without the support of the 
Government. 

QUESTION TIME 


Regulations on Composition of Flour 


In answer to a question from Lord Terviot, Earl 
St. ALpwyn, joint parliamentary secretary to the Ministry 
of Agriculture, Fisheries, and Food, said that the precise terms 
in which the Food Standards Committee would be invited 
to consider the need for more extensive regulations governing 
the composition of flour and bread had not yet been settled 
but the committee would be given scope to examine all 
relevant aspects of the matter, apart, of course, from those 
on which the Government had already reached decisions in the 
light of the Cohen report—namely on the iron, vitamin-B,, 
and nicotinic-acid content of flour. 

Lord Hankey: Supposing, as could happen, that the 
committee decided against some particular chemical improver, 
would that not obviously immediately react on the decision 
of the Government to adopt 70%-extraction flour for bread, 
with some additions? As was pointed out in our debate, 
the 70% flour would then be ruled out. Would it be wrong 
for the committee to intervene on the question of improvers 
in bread as adopted by the Government ?—Earl St. ALDWyn : 
If I remember rightly, in the debate that we had on the 
question of improvers, I said that the Government did not 
make any requirement at all of the industry; it was left 
to the industry whether or not they used improvers. Whether 
improvers were used or not would make no difference to 
the decision of the Government on other matters. Lord 
Hankey: My Lords, is it not a known fact that bread cannot 
be made at present from 70%-extraction flour without a 
chemical improver ?—Earl St. ALpwyn: No, there is the 
aeration process, of which the noble Lord knows very well. 
Lord Hankey: We have been told that the aeration process 
is of limited utility. 


Complaints against Doctors 


Mrs. LENA JEGER asked the Minister of Health whether, 
where complaints against doctors in the National Health 
Service had been upheld, a record, in permanent form, was 
preserved ; and how far such records were published, or 
otherwise available to the public.—Mr. R. H. Turron replied : 
The documents are retained in the department’s files. Reports 
of the National Health Service tribunal are issued to the press 
and it is open to executive councils to make public the facts 
of any case coming before their medical service committees, 
but the name of the doctor involved is given only where the 
tribunal has directed removal from the medical list of executive 
councils. 

Mrs. JecGER: How many complaints against doctors in the 
N.H.S. have been received by executive councils since 1948 ; 
how many have been found without prima-facie cause of com- 
plaint ; how many appeals against this decision have been 
lodged ; and with what results ?—-Mr. Turton: The answer 
to the first part of the question is approximately 2800. Separ- 
ate records of cases found to disclose no prima-facie grounds of 
complaint have not been maintained, but they form a very 
small part of the total. 

Mrs. JEGER: How many complaints have been discussed 
by the medical service committees; and with what results?— 
Mr. TuRTON : 2508 cases involving doctors had been concluded 
in 7°/, years ended March 31, 1956. In 7 the doctor’s name was 
removed from the medical lists of executive councils ; in 355 
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sums of money were withheld from the doctor’s remuneration ; 
in 81 other action was taken, such as the reimbursement of 
expenses incurred by patients ; in 301 the doctor’s attention 
was drawn to a breach of his terms of service; in 1764 no 
action was considered necessary. 


Infectious-disease Contacts 

Major Turron BramisH asked the Minister of Health 
what compensation, apart from National Health Insurance 
benefit, was payable to people required to stay away from 
work because they had been in contact with persons suffering 
from infectious diseases; how many local authorities had 
powers to pay compensation in these circumstances ; whether 
he was satisfied with these arrangements; and whether he 
was aware of the anxiety caused to a number of people who, 
because their local authority was not empowered to pay 
compensation, were only able to draw sickness benefit in 
place of their normal earnings.—Mr. Turron replied : 
There is no general power either to pay compensation or to 
require a person to cease work in these circumstances. 372 
local authorities are known to have powers under local Acts 
to pay compensation when a person ceases work at the 
authority’s request. I am now considering the position 
further in consultation with the associations of local authorities. 


Maternity and Health Centres 
Mr. C. W. Grsson asked the Minister of Health how many 
maternity and health centres had been refused consent, or a 
starting date denied, as a result of the cut of £340,000 in the 
capital estimates of local health authorities.—Miss Parriora 
HornsBy-Smitu replied: 1 health centre and 10 maternity 
and child-welfare clinics. vs 


Accommodation for the Elderly 

Mr. ArTHUR JiLENKINSOP asked the Minister whether he 
would make a s}atement on the rejection or deferment of 
capital schemes jor the provision of welfare accommodation 
for elderly persons.{—Mr. Turton replied : Since April 1, loan 
sanctions have been postponed on schemes to the value of 
£900,000, includiyig 9 new buildings, and have been issued or 
promised on scheraes to the value of £980,000, including 13 
new buildings. Mr. BLenkinsop: In view of that shocking 
statement, is it not hypocritical for the right hon. Gentleman 
to go about the 2ountry saying that local authorities should 
go ahead and provide accommodation for the elderly and 
infirm, when he knows perfectly well that he is not providing 
the cash to enable iv to be done ?—Mr. Turton: No, that is 
not so. In view of the amount of building work that is being 
carried out at the present time, in whfch the hospital building 
programme plays a not unimportant part, it has been n 
to restrict new loan sanctions to essential needs of the old 
people, and to choose the most urgent projects. This will 
mean that those loan sanctions which were given before April 
and the ones which I have mentioned in answer to this question 
will constitute the present building programme for old people’s 
hostels. Then, in the autumn, the matter will again be reviewed. 


Certification of Patients 

Dr. DoNALD JOHNSON asked the Minister how many persons 
during 1954 and 1955 were certified as of unsound mind and 
admitted to involuntary detention in mental hospitals ; and 
what proportion were admitted direct and what proportion 
after an intermediary period in the mental observation ward 
of a general hospital.—Mr. TurTON replied : Certified patients 
admitted to mental hospitals during 1954 and 1955 were 
20,256 and 19,098, respectively. Of these totals the proportions 
admitted after a period of observation in a general hospital 
were 15% and 14% respectively. Dr. Jounson: Is my right 
hon. Friend aware of the inconsistency whereby, on the one 
hand, he has overcrowded mental hospitals, while on the 
other hand certified patients are being admitted to them— 
and, of course, involuntary patients—without a proper period 
of observation ? Will he consider extending these observation 
wards in general hospitals ? He could do it at comparatively 
little cost and would be probably compensated by a consider- 
able saving in mental hospitals as a whole, and accommoda- 
tion.—Mr. TURTON : My answer dealt with observation 
wards in general hospitals. In addition, there is a proportion 
admitted after a period in observation wards in mental hos- 
pitals. If we include them, the proportions would be 36% and 
37% respectively. 

Dr. Eprra SUMMERSKILL: Is the Minister not concerned 
that 60% of the certified patients are sent into hospital without 
observation ? Is he not concerned about that, and what does 
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he propose to do about it ?—Mr. Turton: This does vary in 
different parts of the country. I do not think that this is a 
matter for quite the concern which the right hon. Lady 
expresses, but I will certainly have another look at it. 


B.C.G. Vaccine 

Dr. Barnet Stross asked the Minister to state the 
arrangements by which immigrants from Eire and the West 
Indies were made aware of the facilities available in Britain for 
protection against pulmonary tuberculosis ; and what steps 
he proposed to take to extend the use of B.C.G. vaccine, now 
manufactured in Britain.—Mr. Turron replied: The same 
arrangements apply to immigrants as to residents in this 
country. I am considering what further advice I should give 
to local health authorities regarding the greater use of B.c.G. 
vaccination for the protection of school-children before leaving 
school. I am considering sending out shortly a circular to 
local health authorities urging them to offer vaccination to all 
13-year-old children. 

Dr. SUMMERSKILL: Are all the immigrants from the West 
Indies X-rayed before they settle down ?—Mr. TurRTon : 
No, but there is no evidence that the incidence of tuberculosis 
is particularly high among the West Indian immigrants 
compared with the general incidence in the areas where they 
settle. Dr. SUMMERSKILL : How does the right hon. Gentleman 
know that if they are not X-rayed ?—Mr. Turton: I said there 
is no evidence of it. Dr. SUMMERSKILL: How does the right hon. 
Gentleman know that there is no evidence if they are not 
examined for tuberculosis when they arrive here ?—Mr. 
Turton : I have no evidence of the fact. 


Public Health 
Mass Radiography in Scotland 


In Scotland there is to be a two-year anti-tuberculosis 
campaign beginning next March. Speaking in Edinburgh 
on June 27, Dr. Kenneth Cowan, chief medical officer of 
the Department of Health for Scotland, said that the cam- 
paign would be the largest community assault on tuber- 
culosis ever attempted by a nation. The basis of the 
present plan was that there should be a very large radio- 
graphy campaign in each city and in most populous 
areas. Each of these campaigns would be bigger than 
anything previously attempted—the one in Glasgow 
would be the largest in Europe—and it would be essential 
to success for voluntary organisations and the general 
public to codperate fully. Everyone over 14 should come 
for examination, including the housewife and old people. 
It was encouraging that over 200,000 people had been 
examined in the successful small surveys so far run in 
Scotland, and in Motherwell a world record for daily 
attendance at a radiography unit had been set up. 


Food Hygiene 

Most of the Food Hygiene Regulations, 1955,’ came 
into force at the beginning of this year. Others, whose 
application was deferred so that traders might have time 
to make structural and other arrangements, apply from 
July 1. The main features of these further provisions are 
as follows : 

Articles and equipment used in a food business, wherever 
it is carried on, must be designed so that they can be thoroughly 
and easily cleaned, and give adequate protection from 
contamination, 

In most cases wash-hand basins, sinks, and constant hot 
and cold water must be provided in food premises. 

In certain circumstances there must be accommodation on 
food premises for outdoor clothing and footwear of those 
working in the premises. 

The use for handling open food of a room communicating 
directly with a sleeping-place is prohibited. 

Requirements are laid down as regards the temperature at 
which certain foods that provide a particularly favourable 
medium for food-poisoning organisms shall be kept on food 
premises where food is supplied for immediate consumption. 

Washing facilities (including hot water) must be provided 
on stalls and vehicles where open food is supplied for 
immediate consumption. 

The regulation dealing with the construction and 
equipment of vehicles used for the transport of meat also 
came into operation on July 1. 


1. 8.1. 1955, no. 1906. See Lancet, 1955, ii, 1388. 
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In | England Now 


A Running Commentary by Peripatetic Correspondents 


THE MANNE OF HELTH’S TALE 


Ther was a Manne of Helth clept Doctour Joe, 

A stoute felowe and ful of gibe and jest. 

Eke was hys bellye stoute, and he was drest 

In rat-catcher. And he wold stoppé man 

That sold badde meat, or mylk in canne 

That nas not clene. Ne wold he lette 

Hym pysse in strete nor spitte. He set 

Hys skill gainst pockes and fevers of al sort. 
** Helth hath no prys and cannot yet be boghte,”’ 
He said. “ ’Tis best to stoppe bifor it hap 
Than waste hir gold in pothecary’s lap.”’ 


Nowe in the warre of hys late majestie 

Against the fighting men of Germany 

For all men’s good ye parliament had ruled 

That merchandys together must be pooled 

And not sold els. And eke with chese ’twas so. 
Than comes a loade of chese to Doctour Joe, 
Who found it smelt of something diabolick. 

By all hys tests ‘twas acid call’d Carbolick. 

(It had bene in a waggon yt was soused 

With this same acid, hap to be deloused.) 

‘** I do condemn this chese,’’ quoth Joe. “* Not fytte. 
Take hem away and burye in a pitte. 

But mynde ye weare stoute glove and stouté boot 
Els shal hir skynne be brent, bald lyk a coot.”’ 


*Tis thirsty work to carrie chese about, 

And working men growe thirsty, be they stoute. 

Nowe one of hem whose name (I wot) was Jack 

Who hadde a flask of beere, or els of sack, 

Sat down to drinke and sat upon a chese 

While he dranke long and depe and took hys ease. 
_ But sodainly leapt up and cried, ““ My bumme ! 

My fundament, my erse! "Tis brent, by gumme.”’ 

Than took hym al hys mates and set hym down 

In ye ducke pond, so did he nerelie drowne. 

Nowe he must stande when he wold fain sit backe, 

Whiles al men laugh and call hym Fire-proof Jack. 


The moral, drinkers, is: staie on hir feet. 
An you can not, weare lether on hir seat. 
7” 7” + 


It was hardly four years ago that Stratford-on-Avon, 
Ont., began to go all Shakespearean and only three 
since your local peripatetic correspondent came back 
from the Coronation to the first first night of the Festival : 
to Guinness’s magnificent Richard and to a magical 
All’s Well. Afterwards we made a film of the whole 
story, from the first inkling of the idea to the firing of 
the gun and the flourish of trumpets on that night, three 
years ago, under the Tent. 

Yesterday we went to the last first night we shall 
have there. In place of Alec Guinness, we had Christopher 
Plummer’s youthful virile Henry V ; for Lrene Worth’s 
immortal Helena, a brilliant and charming Kate in 
Ginette Letondal from Montreal’s Thédtre du Nouveau 
Monde. We make stars now in Canada. And the French 
Canadians have brought polish to the court scenes in 
Henry. Their presence is important because culturally 
we are still two nations and perhaps for the first time 
the Québecois and the Anglo-Saxons are together in 
one company; and the company is a unit. They bulk 
large in Henry, of course, but in the Merry Wives, too, 
their acting is outstanding and the play proves as polished 
a jest as you could wish. 

We run for nine weeks; at the end the Tent comes 
down and the construction engineers move in. Next 
year we play in a permanent theatre. We reckon we’re 
a fixture. But one must be clear about it. Guthrie and 
Moiseiwitsch, Guinness and Irene Worth, made us what 
we have become, and if Guthrie is gone, Michael Langham 
from Stratford, Eng., admirably fills his place. To 
England we shall continue to look for directors and some- 
times stars, for a while yet. This, as we said once before, 
is lease-lend in reverse, and a very good thing. But the 
tide goes the other way too. 

Shall we see you in Edinburgh ? 

= . * 
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Never a Deane, I am being visited by dreams 
after reading the articles on the centenary. We are 
moving and last night I dreamed that my wife went 
round attaching an hydroxyl group to each piece of 
furniture. Does this refer to an unconscious urge to 
dissolve all my troubles? Or were they merely OK 
labels for the moving pengle and I confused the letters 


while waking ? 
* + * 


I have a strong conviction that mood changes, from 
the depressive to the hypomanic and vice versa, are 
largely determined by some unknown internal mecha- 
nism, but occasionally a rare environmental stimulus 
upsets the natural rhythm. 

A few days ago I felt that I had reached the zenith of 
my career as a clinician and had been awarded the highest 
mark of affection and respect which a North Country 
patient could bestow. Old Mrs. L. (aged 78) in bed 4 
called me ‘‘ Professor luv.” 


* * * 


After many back-aching hours trying to teach first 
Schafer and then Holger-Nielsen to eager resuscitators, 
I read with relief the report of the electronic lifesaver 
fecently invented on the other side of the Atlantic.' 
It seems that a glass-rod electrode applied to the area 
of the solar plexus is capable of stimulating the human 
diaphragm to move at any desired rate for artificial 
respiration. Only a bag of dollars stands between me 
and cushioned ease at the control panel. 

The gadget seems worth developing in other directions. 
I commend the device to the Royal Academy of Dramatic 
Art. How better to teach the whole breathtaking range 
of human emotion than electronically controlled six 
sighs a minute for unrequited love, the mid-stage hum- 
drum seventeen, the footlight forty heaving pants of 
passion ? Apnoea and Dyspnoea, a Greek chorus in the 
wings. 

But turning to more clinical applications, I wonder if 
a trigger spot will be found for intestinal peristalsis. 
No more enemas before operation: just couple the 
patient up to the nearest power-point and stand back 
on the fashionable contemporary cry of ‘‘ Three, two, 
one, zero!’’ And if the leads can be made reversible 
it may be possible to bring much needed relief to our 
Sonne dysenteries. The rumble of borborygmi and 
colicky spasm will be the signals for- the patient to 
rack back the rheostat, and, like a toy electric railway, 
bring his train of sorrow quietly to rest at some appro- 
priate station in his colon. When the portable pocket 
models come over here I am secretly going to try one out 
in the fathers’ race at our school sports. Not quite 
cricket perhaps, but I must get my own back on the 
favourite whose wife distracted us all last year. I am 
working out a formula to see how many amps in my 
pants will propel fifteen stone for a hundred yards on a 
hot afternoon. But there will have to be a deadman’s 
handle on the thing; I should hate to zoom through the 
far side of the tea-tent. 


* - * 


When we are in the red we get books from the public 
library, though I dislike grimy volumes and my wife 
never finishes one in a fortnight. She retains uncon- 
sciously a few of her parents’ phrases, and she always 
refers to this admirable institution as the “‘ free library.” 
One would expect her to follow the line and talk of 
‘board schools,’’ yet she never does. Nor are they 
“primary ”’ or ‘*‘ elementary ’’ schools, they are to her 
simply ‘‘ ordinary schools.’’ The epithet is apt; better 
yet, it is neither U nor non-v. I hope that this care for 
the right word will be transmitted to our children, and 
indeed the other day I heard one of them tell his friend 
that we lived in a work house, in Harley Street. 


* * * 


** My doctor says it’s my nervous system. Well, my nervous 
system has been to worry a lot about nothing which is a 
difficult system because I have nothing to worry about but 
now be know, I don’ t worry ! about the headaches.’ 


1. Times, fase 22, 1956. 
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FATS AND DISEASE 


Sir,—We have followed with interest your editorial 
comments and the correspondence arising out of our 
recent paper (April 28) on the effects of feeding different 
fats on the serum-cholesterol level. Many pertinent 
questions have been raised ; some of these will stimulate 
further thought and study ; some we will try to answer 
immediately. 

You, Sir, have correctly pointed out (April 28) that 
the effects we have demonstrated on the level of serum- 
cholesterol and the $-lipoprotein fraction have been only 
over short periods. Our communication was based on a 
preliminary study designed to test many fats in a reason- 
ably short time, in order to assess their effects on the 
total serum and £-lipoprotein cholesterol levels. In these 
acute experiments we found that oils with a high content 
of poly-unsaturaied fatty acids lowered or did not raise 
the serum-cholesterol, while fats with a high concentra- 
tion of saturated fatty acid had the reverse effect. 

Further investigations are now proceeding in this 
department to ascertain the effect of prolonged adminis- 
tration of oils with a high content of unsaturated fatty 
acid. It has been possible thus far to maintain low 
serum-cholesterol levels for up to three months by dietary 
supplements of poly-unsaturated marine and..vegetable 
oils. This was true under controlled conditions in the 
metabolic ward and in a limited number of cases on free 
diets as outpatients. We have been impressed, however, 
by the unexplained fluctuations in serum-cholesterol 
levels which occur in ambulant patients, who are con- 
suming free diets containing what they estimate to have 
a relatively constant fat content. These fluctuations 
necessitate long control periods if the effect of fat supple- 
ments is being studied on ambulant patients over extended 
periods. 

We agree with Dr. J. N. Morris (May 12) that insuffi- 
cient attention has been given to altered blood-clotting 
mechanisms in the pathogenesis of atherosclerosis, and 
have been most interested in Professor Duguid’s revival 
of Rokitansky’s ‘‘ encrustation ’’ hypothesis.‘ As part 
of the programme of research into nutritional factors 
associated with coronary-artery disease, Dr. C. Merskey 
and Dr. H. Nossel of this department are currently 
investigating various aspects of the elotting mechanism 
in relation to fat intake. 

Dr. Z. A. Leitner (May 12) has drawn attention to the 
possible réle of malabsorption in lowering the blood- 
lipids in patients on a copious oil intake. Detailed studies 
of fat balance in other patients en saturated and unsatur- 
ated fat supplements of up to 200 g. daily are in progress ; 
preliminary results show normal fat absorption during 
extended periods which have coincided with periods of 
substantial decline in the total serum-cholesterol and its 
8-lipoprotein fraction. The details of this investigation 
as well as of studies in fecal sterol excretion in these 
patients will be submitted for publication shortly. 

The patient, the subject of fig. 1 of our report, who lost 
weight while under observation in the metabolism ward, 
was on a deficient diet. He was the first subject of these 
investigations and an attempt was made to imitate his 
customary diet by feeding refined maize meal, white 
bread, sugar, syrup, black tea, and salt ; this provided 
initially an average daily intake of 1850 calories, almost 
free from fat and containing 28 g. of protein. This diet 
was deficient in protein, vitamins, and calories. The 
accepted standard for a sedentary male of his age is 
2300 calories.2. The protein and vitamin deficiency might 
well account for the slight weight loss which occurred 


1. “Duguid, J. B. Brit. med. Bull. 1955, 11, 36. 
2. National Nutrition Council. Recommended ~ (renee daily 
108 


dietary standards. S. Afr. med. J. 1956, 30, 
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when the calorie intake was subsequently increased some- 
what by combined substitution and supplementation with 
fats and oils on the basic diet. In later experiments, as 
described at the top of the second column of p. 521 of 
our article, the protein content was improved by the 
addition of casein ; vitamin additions were made a regular 
feature of the basic diet. Weight gain rather than weight 
loss has been a feature of these later cases, but no correla- 
tion between gain or loss of weight and rise or fall of the 
serum-cholesterol level has been observed. 

If the relationship of the blood-lipid level to the patho- 
genesis of coronary atherosclerosis is finally established, 
widespread alterations in dietary custom may be advis- 
able. It is probable that a major restriction in total fat 
intake will be more irksome than a moderate restriction 
with an increase in proportion of unsaturated to saturated 
fats in the average diet. We believe that palatable meals 
containing liberal amounts of natural fat from vegetable 
and marine sources can be prepared without difficulty and 
that the consumption of large quantities of ‘‘ maladorous 
oils ’’ will not be necessary. 

It has been suspected by many for a long time that 
modern dietetic habits and food processing are deleteri- 
ous. This matter is ripe for further investigation, and in 
connection with fats and oils many clues have been 
suggested in the analysis by Dr. H. M. Sinclair (April 7). 
We are chary of making dietary recommendations on 
inadequate evidence and have not yet been prepared to 
go further than to recommend curtailing the fat/calorie 
ratio for privileged people. It is becoming increasingly 
apparent, however, that quality of dietary fat may be 
more important than quantity. Under existing conditions 
of privileged high-fat diets the most that can be said is 
that fats and oils rich in poly-unsaturated fatty acids may 
be preferable to those which are rich in saturated fatty 
acids. All this should be taken in relation to the balance 
of evidence that many non-dietary environmental factors 
may be of importance in relation to coronary heart- 
disease, and that even when diet is considered many 
nutrients other than fat may be implicated in the apparent 
adverse effect of privileged Western European diets. 

J. F. Brock 
L. Eales 
A. ANTONIS 


Departinent of Medicine, H. Gorpon. 


University of Cape Town. 


Sir,—-Dr. Sinclair’s letter has occasioned a great deal 
of response to which I would like to add a supplementary 
note. 


The problem of essential fatty acids was brought to my 
attention very sharply while investigating serum-lipids in 
infants. Our results were smiliar to those of Sohar et al.1— 
namely, the mean value of total cholesterol was approximately 
80 mg. per 100 ml. in the newborn. Follow-up of these infants 
indicated that within the first three months serum-cholesterol 
values rose to a mean of 140 mg. per 100 ml. While reviewing 
our data we found that these infants were all fed evaporated- 
milk formule. In two cases serum-lipid levels rose only 
slightly in three months. In evaluating the dietary histories 
it was found that these infants had been raised on soy milk. 
The thought arises that the elevation in serum-cholesterol 
may be related to the type of fatty acids in evaporated milk 
as compared with that in soy milk. It is theoretically possible 
that there is a relationship between the type of fatty acid, 
serum-cholesterol levels, and the tendency toward athero- 
sclerosis. It is possible that the atherogenic tendency is 
initiated in infancy by the cow’s-milk diet which is high in 
saturated fatty acids. It is also interesting to contemplate 
that mother’s milk has a greater content of the unsaturated 
fatty acids than cow’s milk. This theory can stand a great 
deal of investigation and substantiation, but it is a distinct 
possibility. 

I was also interested in Mr. Rains’s letter (May 26). He 
states: ‘‘ It may well turn out that starvation (including the 














1. Sohar, E., Bossak, E. T., Chun-I Wang, Adlersberg, D. Science, 
1956, 123, 461. 
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essential fatty acids) and overfeeding in the fully grown 
(including the wrong fatty acids) are equally dangerous 
to our welfare.”’ A similar theme is suggested in a manu- 
script of mine.* 

These thoughts are highly inferential and require 
much further investigation. However, the inferential 
evidence is sufficiently striking to require that it be 
investigated. 

New York, N.Y. JuLIus POMERANZE. 
APPENDICECTOMY DURING GYNAZCOLOGICAL 

OPERATIONS 


Srr,—I was very interested in the letter by Mr. John 
Howkins in your issue of June 23. In reply to question 4 
in his questionnaire, to which ‘replies were almost 
a universal blank,’’ he might like to look at a chapter 
which I devoted to Obstetrical and Gynecological 
Considerations in my book on The Appendiz (1947). 

I too sent a questionnaire to leading gynecologists, 
22 in number, to ascertain whether, and under what 
circumstances, they would remove the appendix during 
a gynecological operation. Their answers showed 
that : 

(1) Practically all gynecologists look at the appendix, 
provided that it can be exposed without undue difficulty 
or waste of time. 

(2) Subject to qualifications imposed by the third question, 
appendicectomy is usually performed if the appendix appears 
to be diseased or if the previous history suggests appendicular 
trouble. 

(3) The consensus of opinion is that appendicectomy causes 
no ill effects provided that the patient’s condition is satis- 
factory. If, however, the primary operation necessitates 
exposure of raw surfaces or tissue planes, appendicectomy is 
avoided, unless it is considered to be essential for the well- 
being of the patient. 


I am emphatically of the opinion that, unless there are 
obvious contra-indications, appendicectomy should be 
performed whenever an abdominal operation is under- 
taken—and this includes the repair of a right inguinal 
hernia. The cecum commonly lies in apposition with 
the internal abdominal ring, and if the neck of the sac 
is sufficiently wide the cecum may be gently withdrawn 
with the attached appendix. Appendicectomy can then 
be performed with no trauma to, or undue stretching 
of, the muscles. 

With advancing years the mortality of appendicitis 
rises, because symptoms are less dramatic than in younger 
patients, and gangrene occurs early and insidiously. 
Therefore the fewer people left with their appendices 
the better. 

Some readers may recall an old song ‘‘ The Gipsy’s 
Warning,’’ and its refrain—‘‘ Do not trust him, gentle 
maiden.’ A suitable parody concerning the appendix 
would be ‘‘ Do not trust it, gentle surgeon.”’ 


London, W.1. McNEILL LOVE. 

Srr,—I feel that Mr. Howkins is unduly cautious in 
his suggestions. 

In our paper,? Mr. Kimbell and I showed that, in 502 
cases of total hysterectomy plus appendicectomy, there 
was 1 death. This was due to intestinal obstruction. 
During the next two years a further 53 cases were added 
to the series without any postoperative complication due 
to the appendicectomy. 

My own series is small, but I believe that the appendix 
(if present) should be removed when the abdomen is 
opened for a gynecological operation. To date, in 500 
total hysterectomies, I have removed the appendix in 
210 cases without having cause for regret. Care must be 


taken to bury the appendicular stump, and fat in the 
2. Pomeranze, J. Recurrent Obesity. N.Y. St. J. Med. (in the 
press). 


3. Kimbell, C. W., Rees, E. H. Proc. R. Soc. Med., 1950, 43, 969. 
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appendicular fold may be used to supplement the 
suture. Mr. C. M. Gwillim taught me the value 
of this. 


Eastbourne, Sussex. 


THEATRE INFECTION OF CLEAN SURGICAL 
WOUNDS 

Srr,—May I refer to your scholarly and forthright 
leading article, ‘‘ Fort mit dem Spray !’’, of June 2. Those 
who have inquired recently into this increasingly serious 
type of hospital infection will agree with your estimate of 
its high prevalence. 

Apart from fear of the Treasury, which should find 
little place in the minds of those in clinical charge, a 
major difficulty is that when the surgeon seriously began 
to bring forward his radiologist, anesthetist, bacteriolo- 
gist, and physiologist (and advanced into modern surgery 
to the untold benefit of mankind), he also began to neglect 
the domestic aspect of his calling. This he left behind 
with much of what reminds him of his kitchen-table days. 
As a result of his intense preoccupation with the science 
of surgery and in Britain at least his neglect of domestic 
concerns, the establishment, status, and training of those 
who serve through him, his entire accommodation, and 
the equipment with which he is provided for the prepara- 
tion of his sterile supply, have remained more or less 
unchanged since 1914— in spite of the enormous increase 
in the amount of work expected of his unit. Discipline, 
owing to neglect of his house and auxiliary staff, has 
deteriorated. 

There are dozens of ways in which a wound may 
become contaminated by pathogenic bacteria in the 
theatre, but most infections are probably initiated by the 
micro-organisms carried on particles of dust which land 
in the open wound itself and upon objects brought into 
contact with the wound before it is closed. Like the 
‘*spray,’’ antibiotics are either intellectually unsatis- 
factory or unreliable weapons against this or any other 
form of hospital infection. Against the increasingly 
resistant pathogenic staphylococci encountered every- 
where in large hospitals they act like prepossessed 
boomerangs. ; 

The provision of apparatus capable of ensuring 
without excessive damage the sterility of contaminated 
surgical instruments and materials is a small part of the 
domestic aspect of surgery, but it is as important as a 
saucepan and source of heat in a kitchen. It is a 
beginning. What is handed to a surgeon and said to be 
sterile should be of guaranteed sterility as far as is 
humanly possible. Reasonable precautions should surely 
be taken to ensure that anything to be introduced into 
the tissues of a human being is of guaranteed sterility. 
The washing of instruments by hand and the boiling in 
water does not ensure their sterility. On the other hand 
the proper use of even the most simple form of pressure 
instrument washer-steriliser ensures both cleanliness and 
sterility, together with dryness, in a pleasantly easy 
fashion and in a much shorter time. 

Conventionally designed pressure steam sterilisers for water 
or solutions do not ensure continued sterility. A bottled 
supply stored in warming-cupboards within the surgical suite, 
each bottle with its reassuring water-hammer or vacuum 
knock and its special sterile pouring lip, is both safer and 
easier. British manufacturers cannot yet provide dressing 
sterilisers as efficient as some of those of foreign manufacture." 
For instance, the heart of a dressing steriliser is the steam trap 
on the automatic air and condensate chamber discharge 
channel; yet no steam-trap manufacturer here produces at 
present a purpose-made trap evacuating air in the lower part 
of the dressings as well as some of those which have been in 
inexpensive production abroad since before the late war. 
If air is trapped in the lower part of an autoclave load, success 
cannot be guaranteed. Some British traps just begin to open 
letting out air at 20°F below the condensate temperature of 


E. Harrorp REEs. 


1. Modern Apparatus for Sterilisation. Pharm. J. June 11 and 18, 
1955. 


pure steam, some at 15°F, and some at 5°F but none at less 
than 2°F—the correct temperature for a purpose-made trap. 

Need we wait for Teutonic or anyone else’s wrath’ or 
scorn ? May we not start by calling instrument boilers 
by their proper name ‘‘ instrument boilers ’’ not ‘‘ instru- 
ment sterilisers,’’ and let the financial officials themselves 
decide whether we can afford the correct article ? 
Insistence upon the language and minutiz of sterilisation 
and asepsis will lead us back to ‘‘ a known road ’’ which 
can be recognised even by those holding a sincere if 
mistaken hold upon the purse-strings of the National 
Health Service. 

University’ of Rainburgh, J. H. Bowre. 

AN INTRAVENOUS STEROID ANASTHETIC 

Srmr,—The paper by Dr. Galley and Dr. Rooms 
(June 23) has, surprisingly, provoked no response in 
your correspondence columns. As the authors point 
out, this use of a steroid is the first departure in intra- 
venous anesthesia since the barbiturates were established 
in 1932, yet its revolutionary character seems not to 
have stimulated comment. 

Apart from this, there are the exciting prospects which 
are opened up by ‘ Viadril.” Here we have a compound 
which is closely related to others which exist in the 
body. Thus, as Dr. Galley and Dr. Rooms point out, 
it may cast light on the fundamental problems of sleep. 
Viadril may not be the last word in steroid anesthesia, 
but it merits the most intensive large-scale clinical trial. 

On a minor, practical point, I have been able, unlike 
Galley and Rooms, to intubate all my viadril-induced 
cases after a few breaths of 3:1 mixture of nitrous 
oxide and oxygen alone without the addition of relaxants.! 


London, S8.W.3. L. H. Lerman. 


PARITY AND THE INCIDENCE OF DIABETES 

Sir,—In a paper published on June 2 I concluded that 
the excess of women found among diabetics is confined 
to those who have borne children and rises with increasing 
parity. Dr. McConnell suggests (June 9) that the finding 
of an abnormally large number of multipare among 
diabetics might be explained by women who are 
genetically predisposed to diabetes being more fertile 
than normal women. If this were so one should find 
fewer nullipare among diabetic women than would be 
expected by calculation from the fertility of healthy 
women. But this does not appear to be the case. In our 
material the number of nullipare expected was 100, and 
the number found was 91 (table v). If mutation occurs 
in only 1-2% of the population the fertility of those 
women who will later develop diabetes would surely 
have to be excessively high to produce a gene frequency 
of the order of 12% or more. 

A footnote to my paper (p. 819) explained that the 
parity of women aged over 49 had been assumed not 
to be significantly different from that of women aged 
45-49. However, as Dr. J. H. Edwards has kindly 
pointed out to me, Glass and Grebenik* have given 
figures for the changes in the fertility of women during 
the present century and they show that iny assumption 
has led to an exaggeration of the effect of parity. Since 
Glass and Grebenik relate fertility to date of marriage, 
whereas the Census data are given in relation to age, 
it will be necessary to collect figures for the dates of 
marriage of our patients before the extent of the 
exaggeration can be calculated. But it is clear that, 
although the excess of women diabetics is confined to 
multipare, the increase of the incidence of diabetes 
with increasing parity is less steep than was shown 
in fig. 2. 

Radcliffe Infirmary, 

Oxford. 


D. A. PyYKE. 


1. Lerman, L. H. Brit. med. J. (in the press). 
2. Glass, D. V., Grebenik, E. The Trend and Pattern of Fertility 
in Great Britain. (Papers of the Royal Commission on Popula- 


tion.) H.M. Stationery Office 1954. 
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RADIATION HAZARDS 


Srr,—It is clear from your summaries of the Medical 
Research Council report on the Hazards to Man of 


Nuclear and Allied Radiations, and that of the National 
Academy of Sciences of America on the Biological 
Effects of Radiation, that immediate attention must 
be given to reduction of X-radiation dosage to patients, 
under the age of 30 years, from X-ray diagnostic 
examinations. 

There is one important step which we can take 
immediately ; and this letter is to implore all British 
radiologists to take it voluntarily today, now, at once. 
It is, simply, to forbid absolutely in all X-ray departments 
under their control the taking of Thoms’ brim view 
of the pelvis during pregnancy. Abundant evidence 
exists to show that near term, where presentation is 
by the vertex, the foetal gonads are liable to receive 
from this ‘‘ view’’ or ‘‘ exposure’’ alone, about four to 
five times the total dose received from all other routine 
views added together (i.e., those views used and taught 
by me at St. Mary’s Hospitals, Manchester). I have 
reason to believe that the probable minimum dose 
received from the taking of Thoms’ view, by the fetal 
gonads, as specified, is about 2-O0r ... and this before 
the babe is even born ! 

For more than twenty years I have maintained that 
the Thoms’ view is both dangerous and unnecessary : 
all essential information which it provides can be supplied 
more easily and more economically by other views. 
I} am given to understand that Professor Thoms himself 
no longer advocates it. 

Therefore I make this plea. Before we even begin to 
consider other aspects of diagnostic radiology ... ban 
the Thoms’ view at once ! 


St. Mary’s Hospital, 
Manchester, 13 


ss 


J. BuarR HARTLEY. 


PYELONEPHRITIS 

Sir,— our stimulating leading article of June 23 
gives an excellent review of the recent literature but 
concludes that many questions still remain unanswered. 
Having read it and Professor Brod’s article in the same 
issue, one of my clinica) colleagues remarked that chronic 
pyelonephritis seems to be largely a post-mortem diag- 
nosis. 

One cannot help wondering if there is not some simple 
explanation for the confusion surrounding this subject. 
Perhaps:it is worth while to state the criteria which I 
believe to be necessary for the histological confirmation 
of this diagnosis. For many years I have compared the 
histology of kidneys known to be acutely or chronically 
infected before surgical removal or death, with that of a 
number which were certainly not infected. The only 
feature which can be regarded as diagnostic of infection 
is the presence of plasma cells in the interstitial tissue, 
often accompanied by polymorph leucocytes, and not 
infrequently the appearance of the latter in the tubules. 
It may be noted that except in overwhelming infections 
these changes are almost always limited to the so-called 
cortical scars and that unaffected normal cortex lies 
between them. The presence of lymphocytes or small 
round cells in and around the scars is certainly not 
indicative of infection though often regrettably considered 
to be so; one may well recall their presence in thyroid 
glands, hepatic cirrhosis, so-called chronic mastitis, and 
many other lesions universally agreed to be non- 
inflammatory. Nor can the vascular changes described 
as alterative vasculitis be regarded as characteristic of 
infection, since similar appearances can be seen without 
infection in other organs and inflammatory changes are 
not usually accompanied by them. 

If such simple criteria are necessary for the histological 
diagnosis of pyelonephritis, their very absence from the 
majority of the cortical scars would suggest that these 
lesions have some other origin than infection. It seems 
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likely that they are composed of tissue which is excep- 
tionally vulnerable to repeated infection and that they 
are associated with other renal and systemic conditions. 
You were good enough to quote my view that they may 
originate in a developmental dysplasia, probably as a 
result of a vascular anomaly. 

Wolverhampton. A. &. 
CONSULTANT AND OTHER SPECIALIST STAFF 

IN HOSPITALS 

Srr,—The tables from the Ministry of Health which 
you published last week disclose some anomalies which 
were not entirely unexpected. One of the most striking 
is the difference in proportion between consultants and 
senior registrars in the allied subjects of neurology and 
neurosurgery. In the former the ratio is about 5:1, 
but in the latter only about 2'/,: 1. I have made repeated 
representation to the Minister of Health on this matter 
and have always been assured that the proportion of 
people in training was based on sound arithmetic, but 
there is clearly something wrong here unless the mortality 
amongst neurosurgeons is considered to be double that 
amongst neurologists. Clearly one of the figures is 
incorrect and it would seem that within the next few 
years there is to be either an excess of unplaced neuro- 
surgical registrars or a lack of suitable applicants for 
consultant posts in neurology ; since the total number of 
consultants in both subjects has been increased by about 
33% in six years I can only suspect that the former defect 
is the more likely. 


Leeds. 


MARSHALL. 


HuGuH GARLAND. 


A CALCIUM-INFUSION TEST 

Sir,—In his letter of June 23 Dr. Anthony Ryle very 
rightly suggests that in recording all experiments utilising 
human controls it should be an established practice 
not only to indicate that they are volunteers but also to 
record the means by which their coéperation was obtained. 

The standing committee on professional affairs and 
ethics of the Association of Clinical Pathologists has for 
some time past been concerned with the possibilities 
of abuse of human rights inherent in this practice and has 
lately completed a report outlining procedure to be 
followed in securing the coéperation of volunteers, with 
special reference to nurses and medical students. 

The report will in due course be circulated to all 
members of the association. In the meantime copies 
are available on request to the committee’s secretary, 
Dr. A. G. Marshall, Department of Pathology, The 
Royal Hospital, Wolverhampton. 

8S. C. DYKE 
Chairman, Professional Affairs and Ethical 


Committee, Association of Clinical 
Wolverhampton. Pathologists. 


**ANAEMIA”’ IN PREGNANCY 

Sir,—I hope your editorial of June 2 will not be mis- 
interpreted because of your use of inverted commas. 
I fear that some may be persuaded because of this to pay 
less attention than should be done to anemia in pregnancy. 

One of my house-surgeons, Dr. R. K. M. Sanders, 
reviewed for me recently (October, 1955, to January, 
1956) 304 consecutive deliveries in the professorial unit 
at Southmead Hospital. For several reasons the informa- 
tion on half of these cases was considered inadequate, 
but information on 154 was as follows : 





No. of 
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fusion 
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for 4 weeks 
or more 
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The criterion for transfusion was a hemoglobin level 
of less than 70% at a time when labour was imminent, 
or when there was no time before confinement for raising 
the hemoglobin level by other means. The average 
hemoglobin level of the cases transfused was 60%. 
The administration of iron (and adequate diet !) during 
pregnancy will avoid the -necessity for pre-delivery 
blood-transfusion (3% in our series), and mothers will be 
‘* fighting fit ’’ for labour and the duties of the puerperium. 

One other point I would like to emphasise is that 
sternal-marrow puncture for the diagnosis of megalo- 
blastic anzmia is not without danger. One of our patients 
had her pericardium penetrated during sternal puncture 
and the sequels were disastrous. There may be, therefore, 
good reason for the therapeutic test of response to folic 
acid when iron therapy has failed. 

Department of Obstetrics 


and Gynecology, 


University of Bristol. G. GORDON LENNON. 


TUBERCULIN-TESTING OF SCHOOL-CHILDREN 


Srr,—Last week’s letter from Dr. Leader and 
br. Stewart prompts me to record my own experience. 

At a boys’ boarding-school during the past four years 
I have tested 350 entrants, aged 11 to 13, with flour- 
paper and tuberculin jelly. All the 37 who showed positive 
reactions have had X-ray films taken of the chest and 
abdomen. Only 3 had demonstrable pulmonary lesions ; 
in 28 there were calcified glands visible in the abdomen ; 
a calcified gland was seen in the neck of 1, and another 
2 had a history of surgical removal of tuberculous glands 
from the neck. Assuming that the odd 3 had healed 
invisible pulmonary lesions, the ratio of pulmonary to 
non-pulmonary tuberculosis is 6 to 31. 

This reflects credit on the improved preventive measures 
taken against the spread of pulmonary infection, but 
it underlines the dreadful state of the milk-supply in 
some areas. It also shows that it is worth X-raying the 
abdomen in all positive reactors. If a healed abdominal 
lesion is seen, it may be assumed that the patient has 
safely negotiated his primary infection, and is as immune 
as is possible against pulmonary breakdown. Incidentally, 
inquiry about the past history often reveals an interesting 
tale of fever and pain of unknown origin, and even of 
R.1.0. (removal of an irrelevant organ '). 

Bath. HuGu WALLIs. 


PARAPLEGIA FOLLOWING SPINAL ANASTHESIA 


Srr,—I should like to remind Sir Francis Walshe 
that experimental work on lines he suggests (June 23) has 
already been reported.2. E. Weston Hurst’s observa- 
tions leave us in no doubt that the intrathecal injection 
of various detergents and antiseptics causes an adhesive 
arachnoiditis the manifestations of which are not 
dissimilar to those which rarely follow spinal analgesia. 
On reading Dr. Lerman’s letter (June 9), mentioning 
spinal osteomyelitis following spinal analgesia in Banga- 
lore, one is almost tempted to hazard the wild guess that 
the use of a little detergent or antiseptic in the right 
place might have prevented such disasters. 

As an anesthetist with a reasonably wide experience 
of most anzsthetic techniques I have no hesitation in 
stating that there are circumstances in which failure to 
utilise the benefits of spinal block will almost certainly 
result in the profound collapse if not the death of the 
patient ; this point was recently illustrated by a brief 
case-report.’ Clinicians capable of a balanced interest 
in the true nature of spinal analgesia would do well to 
contemplate the implications of a recent paper by 
Bromage.* 


Manchester. MICHAEL JOHNSTONE. 


1. Wallis, H. R. E. Brit. med. J. 1955, i, 128. 

2. Weston Hurst, E. J. Path. Baet. 1955, 70, 167. 
3. Johnstone, M. Anesthesia, 1956, 11, 166. 
4. 


Bromage, P. R. Ibid, p. 139. 
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PARTHENOGENESIS IN HUMAN BEINGS 

Srr,—Dr. Balfour-Lynn’s statement that ‘‘a very 
much higher degree of probability must be attached 
to a claim made by a mother who could not possibly 
have any pre-knowledge of the results of these special 
investigations ’’ is simply not true. 

The quoted chance of Mrs. Alpha having a daughter of 
indistinguishable blood-group would surely apply to any 
woman of Mrs. Alpha’s blood-group, whether she were chosen 
at random or by any other criterion which does not involve 
foreknowledge of the daughter’s blood-group. It is entirely 
uninfluenced by her views on the parentage of her daughter. 
It would have been otherwise if Dr. Balfour-Lynn had taken 
a hundred women with daughters selected at random (i.e., 
without the help of the Sunday Pictorial), taken histories 
from all, and had them all blood-grouped. If then he had 
found that Mrs. Alpha was the only one serologically 
indistinguishable from her daughter, and was also one of, 
say, the only two who claimed a parthenogenetic conception 
it would have been justifiable to multiply the probabilities 
of the two relatively unlikely events, reaching a figure of 
say 0-01 x 0-02 = 0-0002. But Dr. Balfour-Lynn saw 
nineteen selected patients, all of whom claimed a partheno- 
genetic conception, and he had eight of these blood-grouped. 
If the chance of serological identity in one mother and 
daughter is 0-01, that of finding one such mother and daughter 
among eight is of the order of 0-08, or about 1 in 12:5. Not 
very long odds surely ? In fact shorter than the odds against 
a man having a birthday in February. 

Dr. Balfour-Lynn suggests that the evidence of the skin- 
grafting experiment is ‘ obscure.’’ Surely the meaning of this 
experiment is that the child has at least one antigen not 
possessed by the mother, and the mother at least one not 
possessed by the child, and the conclusion to be derived from 
this is opposed to parthenogenesis. There are presumably 
not enough data available to cite an exact probability of this 
result occurring by chance, but I should have thought it 
was considerably less than the figure given in the last 
paragraph. 

Dr. Balfour-Lynn is, of course, trying to do something 
long recognised as impossible—namely, to prove paternity 
by blood-grouping and allied tests (for establishing the 
fact of parthenogenesis is equivalent to proving that the 
child’s mother is also its father). If very rare groups 
had been involved it might have been possible to give a 
much lower value for P (though whether it would have 
been lower than the probably infinitesimal chance of 
parthenogenesis occurring in man is open to question). 
Even if in such a case involving rare groups similarity 
between mother and daughter were found it would still 
be necessary to exclude the possibility of a consanguineous 
mating—and it will be remembered that such matings 
have occurred with great frequency in at least one 
rare group (-D-). In such fhatings, moreover, the child’s 
true paternity is much more likely tobe carefully 
concealed. Your annotation ! suggested that the frequency 
of parthenogenesis in man may be of the order of 
1 in 2 x 805; but this is, of course, only a surmise. 
An approach to the prison medical service (and possibly 
also to the mental hospitals) might well be useful in 
giving a figure for the number of woman-lifetimes of 
segregation which have been undergone without a single 
case of parthenogenesis occurring, for I presume that 
any such case would have been reported. The reciprocal 
of this probably very large number would be the figure 
below which the probability of similarities between 
mother and daughter occurring by chance would have 
to fall for a claim to parthenogenesis to be considered 
as even a possibility. 

To summarise, I would like to suggest that the blood- 
grouping evidence is equivocal, and that, since no good 
reason has been shown for disregarding the skin-grafting 
experiment, the claim of parthenogenesis has not only 
not been rigorously proved but has in fact been disproved, 


Pathology Laboratory, 
Essex County Hospital, 


Colchester. J. W. Nicnowas. 


1. Lancet, 1955, ii, 967. 
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Srr,—In the lecture! and article? referred to by 
Dr. Balfour-Lynn in his letter last week I stated my 
opinion that if a case of human parthenogenesis occurred, 
a graft from the child to the mother would be expected 
to take, since the child would not be expected to carry 
any antigens foreign to the mother. In the case described 
by him this graft did not take. Hence the criterion 
suggested by me for parthenogenesis was not fulfilled. 
Had it been fulfilled, it would have been necessary to con- 
sider Dr. Folley’s* doubts as to its conclusive character. 
As it was not fulfilled I consider that Dr. Balfour-Lynn’s 
experiments disprove the mother’s claim. 

Department of Biometry, 

University College, London. 


SIMPLIFIED DOSAGE 


Str,—Memorising dosages is tedious and difficult. 
Ignorance of dosage involves either delay in prescribing, 
while the information is sought, or danger, if the responsi- 
bility is entrusted elsewhere. In mixed orthopedic 
practice one is called upon to show knowledge of dosages 
as different as tab. colchicin. gr. '/.49 to P.A.s. 20 g.— 
a difference of 1 to 72,000 by weight. 

No practical purpose is served by marketing prepara- 
tions in different units of measurement ; and, moreover, 
most preparations are used in a certain dose or not used 
at all, and it is particularly irksome to commit to memory 
the dose of, say, chloramphenicol when one is seldom 
going to use it in different dosage. The dosage of such 
common commodities as morphine, atropine, and aspirin 
is easily remembered. It is the less commonly used 
preparations that cause the most concern. 

May I suggest the following scheme for hospitals 
treating adults ? 


H. Spurway. 


University departments of therapeutics shall be responsible 
through research and clinical trial for ascertaining the quantity 
of a drug which is most likely to produce the effect for which 
it is prescribed. They will give this information to the 
hospital dispensaries, which will put the preparation up in 
any convenient form so that one “dose” contains this 
quantity. Whether it be tablet, liquid, or injection, one 
“dose ’’ would contain the effective amount, and the bottles 
or boxes issued to the ward would state the name of the drug 
and the instructions to the prescriber: “one tablet to be 
given every six hours’’ or “‘ one c.cm. to be injected when 
ordered.’’ Thus a tablet of pethidine would contain 50 mg., 
of butobarbitone gr. 1'/,, of diphenhydramine hydrochloride 
50 mg., of tolazoline 0-025 g., of vitamin K 100 mg., of pheno- 
barbitone gr. 1, &c. The request from surgeon to sister: “‘ put 
this patient on aureomycin, please ’’ would result in the sister 
giving the patient one capsule six-hourly as stated on the 
box, and ‘the fact that one capsule contained 250 mg. would 
not need to enter the mind of either. 

Where the drug used has two dosages which are both 
prescribed commonly, one is usually twice the other—e.g., 
quinalbarbitone gr. 1"/, and 3 or pethidine 50 mg. and 100 mg. 
In these instances the boxes would be labelled “‘ one or two 
tablets to be given.” 

In the case of new drugs, or where further research has 
changed therapeutic opinion, the university departments 
could alter the quantity of the drug to be put up in one 
““dose’’ so that the patients would benefit without the 
delay of waiting for modern therapeutic trends to impress 
themselves on the surgeon. 


Universal use of the National Formulary would help greatly 
as this assists the pharmacist in what dose to prescribe if the 
quantity is omitted from the prescription form, thus if ferrous 
sulphate is prescribed, gr. 3 per tablet will be dispensed unless 
otherwise stated. At present I cannot instruct the sister to 
“put this patient on sulphadiazine.”’ It is even useless for 
me to write Rsulphadiazine on the prescription form. Before 
the patient can get this drug, I have to write down the number 
of tablets I want dispensed, the amount of active principle 
in each, and the number to be taken by the patient. Unless 


1. See Lancet, 1955, ii, 967. 

2. Spurway, H. New Statesman and Nation, Novy. 19, 1955, p. 651. 

3. Folley, 8. J. Jbid, Nov. 26, 1955, p. 705; Ibid, Dec. 17, 1955, 
p. 833. (Replies by H. S. Jbid, Dec. 10, 1955, Ibid, Dec, 31, 


1955.) 
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this knowledge is at my finger-tips, delays occur. I am aware 
that sulphadiazine is a schedule-4 poison, but if the wards 
stocked it in 0-5 g. tablets and the box was labelled ‘* two 
tablets every four hours,’’ the possible errors associated with 
its use would not be increased. 


The other vast problem which confounds the amateur 
prescriber is that of nomenclature. Vitamin B, and 
vitamin C have ten different names each. Considerable 
time, money, and effort would be saved if drugs could be 
named like other members of a genus.. Genus car: 
species Morris, Austin, &c. Genus estradiol: species 
Boots, Glaxo, &c. 


Royal Hospital for Sick Children, 
Glasgow, C.: 


BURNS AND SCALDS 


Srr,—Since the great majority of superficial burns and 
scalds never reach hospital but are treated by the general 
practitioner it is suprising that none has seen fit to join 
in this correspondence. May one now be permitted to 
comment on it ? 


N. J. BLockey. 


First, I should like to ask Dr. Colebrook (June 2) what is 
the advantage of using penicillin cream and risking penicillin 
dermatitis (or at least the wrath of the dermatologists) when 
the drug can well be given systemically. 

Secondly, I wonder whether Dr. Hall-Smith (May 26) 
has considered the cost of his neomycin-cortisone preparation. 

Thirdly, I note that Mr. Lowden (June 30) has been success- 
fully using initial cleansing and the application of tulle gras 
for the last ten years. In general practice I did the same till 
a few months ago, since when, inspired by Mr. A. B. Wallace,' 
I have been using initial cleansing and covering with plain 
dry gauze left in place for at least twelve days. To date this 
has been so much better that I shall continue to use it till 
disappointed ; the cheapest and simplest treatment is often 
the best. 


As regards continuous exposure this would seem to be a 
treatment unsuited to general practice where continued 
ambulation and avoidance of immobility is so desirable 
if at all possible for the housewife, the school-child, and 
above all the over-80s. 

In my very limited experience scalds of the feet in 
elderly people are very troublesome, and I have attributed 
this to defective circulation ; with this in mind I think 
it as well to advise elevation of the part initially but 
otherwise to treat as above using systemic penicillin 
to try and obtain a clean wound, Eusol locally after 
ten days if necessary, and finally, if necessary, painting 
the surrounding skin with gentian-violet and covering 
any remaining raw area with porous elastic adhesive 
bandage. Healing, though it may be slow, takes place 
steadily and meanwhile the patient can get about with 
only weekly dressings. 

Not every elderly subject in the 80s is keen to enter 
hospital for skin-graft, fit to do so, or even welcomed by 
the admitting medical officer. 

As regards first-aid I always make the point in my 
lectures that any burn larger than a florin should be 
seen by the doctor forthwith ; I believe this saves both 
parties much time in the long run, and if things go wrong 
the doctor has only himself to blame and can revise his 
methods. 


Amble, by Morpeth. R. P. ROBERTSON. 


DEATH FROM APIOL USED AS ABORTIFACIENT 


Referring to the case-report appearing under this 
heading on June 16 (p. 937), the Managing Director of 
Beecham Pharmaceuticals Ltd. writes : 


“I think it should be made quite clear that, although the 
husband stated that he had seen ‘ black pills like ‘‘ Beecham’s 
Pills *’ in the vomited matter,’ Beecham’s Pills were not, in 
fact, involved in this case. I would like to make it clear 
also that Beecham’s Pills do not and never have contained 
apiol or triorthocresyl phosphate.” 





1. Brit. med. J. 1955, ii, 1136. 
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Notes and News 


MEDICAL FILMS 


Children without Fear (16 mm., sound, colour, 19 minutes) 
is a filmed talk by Dr. Grantly Dick Read illustrated by shots 
of four cases attended during his stay in Africa. The film 
clearly shows the repose of the patients during delivery, and 
indicates the advantages of the methods advocated by Dr. 
Read. It is disappointing, perhaps, that these methods are 
not shown; but he refers to them in his commentary, and 
notes available with the film summarise their basis. Copies 
of the film may be hired from the G. B. Film Library, Aintree 
Road, Perivale, Greenford, Middlesex. 

The films lately added to the library of the International 
Society for the Welfare of Cripples include Still Going Places 
(16 mm., sound, black-and-white, 41 minutes. U.S.A., 1955; 
Fredric D. Zeman, Home for Aged Hebrews, New York). 


This film is designed to show the value of active therapy even 
for old and severely crippled people. The improvement in an 
80-year-old woman admitted to hospital with left hemiplegia and 
urinary incontinence following a stroke six months previously 
is demonstrated. The film well iJlustrates the intelligent use of a 
geriatric unic for both inpatients and outpatients and shows, 
interwoven with the main theme, cases of aphasia, cardiac disease, 
and fractured neck of femur receiving treatment. Suggesting that 
“to keep an elderly patient in bed is an act of medical neglect,”’ 
it calls for active therapy for the aged in all small hospitals and 
practitioner units. 


The film is on the long side, but the enthusiasm of its maker 
is apparent and his message is compelling. The quality of 
the photography and editing is high. This film can be recom- 
mended for geriatricians and general practitioners and could 
usefully be shown to a much wider audience. Further 
information may be obtained from the Central Council for the 
Care of Cripples, 34, Eccleston Square, London, 8.W.65. 


DANGEROUS DRUGS 


Tue following drugs and their salts have been brought under 
part 111 of the Dangerous Drugs Act, 1951? : 

1 : 3-Dimethy]-4-pheny]-4-propionyloxyhexamethyleneimine. 

3-Hydroxy-N-phenethylmorphinan. 

4-Morpholino-2 : 2-diphenyl ethyl butyrate. 

4-Dimethylamino-1 : 2-diphenyl-3-methyl-2-propionyloxybutane. 


University of Leeds 
At recent final examinations for the degrees of M.B., CH.B. 
the following were successful : 


CC. R. Chandler, Alexander Haskell, Betty Murgatroyd, B. C. 
Nkemena, P. B. Odgers, C. V. Shaw, O. M. Thomas. 


University of Birmingham 
On June 30 the following degrees were conferred : 


M.D.—J. M. Bishop (with honours); R. H. Gosling, J. A. 
Litchfield. 

M.B., Ch.B.—Gordon Cumming, Margaret J. Darch, C. T. Dollery, 
W. A. Lishman (with second-class honours); M. E. Abrams, W. W. 
Alderman, R. M. Baddeley, Lavinia J. Bailey, N. C. Bhandari, 
M. H. Bletcher, V. A. W. Blunt, D. G. Boddington, P. H. Boyle, 
A. R. Brathwaite, Anthony Brickman, Mary Burman, Cecilia H. 
Butt, Margaret A. Calver, David Carling, Kathleen M. Cash, G. W. 
Chance, John Cockin, M. A. Cole, T. L. Cooksey, D. R. Cowman, 
M. D. Cox, D. R. Cumpsty, B. W. Davis, Dhruy Vrat Dhupa, T. C. 
Dixon, David Evans, C. J. Garrett, John Gelson, P. H. Grant, C. P. 
Gray, P. M. Green, I. F. G. Haddow, Ethel J. Harris, D. G. W. 
Hollands, Barbara L. Hooker, J. S. Horner, R. P. Jordan, R. A. 
Jupe, J. J. Kelly, Maria Jadwiga Kielbinska, M. R. Landeg, A. J. 
Lyne, Margaret J. McBroom, F. E. McGuinness, N. M. C. Mayne, 
Sadredin Mesbah, A. N. Mitra, J. P. Neasham, Rajnikant Ishwarbhai 
Patel, Gordon Phillips, F. J. Pickworth, Jennifer M. Radford, J. M. 
Rolfe, P. A. Roxburgh, 8. O. Schandorf, H. G. Schroeder, P. R. Seed, 
EK. M. Skinner, B. S. Smith, Jacqueline J. Speake, P. A. J. Starr, 
Jack Steinert, D. A. Stephens, Gillian H. ww a J. R. Taylor, 
A. L. Thomas, I. D. Thompson, R. O. Walker, J. Warburton, 
G. 8S. Willetts, C. W. O. Windsor, H. O. Wooller, ‘Siem Wootton, 
Douglas Wright. 


Royal College of Physicians of Ireland 
The foliowing have been admitted to the licentiateship of 
the college : 


Richard Allaye, Mary C. I. Brady, D. 8S. T. Breen, H. A. A. Brown, 
Selwyn Collins, R. T. W. L. Conroy, P. J. Coyle, M. M. Davies, 
V. R. Devan, Columba Devlin, J. E. Dignan, G. E. Edwards, R. A 
Falkiewicz, R. K. Gilbert, A. L. Greenburgh, T. M. Griffin, C. L. 
Huang, G. C. Inerfield, Agnes E. Jackson, Gordon Kay, Orla M. 
Kiernan, Shivaji Lal, Ann Leahy, Phyllis M. May, C. L. Mootoo, 
Bileen J. Mulligan, Moira T. M. McMahon, Deirdre M. O’Phelan, 

Quinn, Kulsum Abdulla Rahimtulia, Ludwig Raymond, 
x R. Harper- Smith, A. H. Smithen, Jerzy Szeps, Reuben Weinberg. 


1. Dangerous Drugs Act, 1951 (Application) Order, 1956. 38.1. 
1956, no. 817. 
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University of Glasgow 

The university court have accepted from Sir Maurice 
Bloch, honorary president of the Glasgow Jewish Board of 
Guardians, a gift of £35,000 from the Bloch Trust. The gift 
is to be applied to the endowment of a medical research 
fellowship and of an annual lecture on some aspect of medicine 
in relation to the community. The first appointment to the 
fellowship is to be made in virology, with particular reference 
to poliomyelitis. 


Royal Australasian College of Peaches 

At a meeting of the council held in Sydney on June 15 the 
following were admitted to the membership : 

W. J. Hickey, I. J. MeKelvie (Queensland); P. N. Francis, 
J. E. Hassall, W. B. Hennessy, J. W. Lance, P. J. Maloney, B. J. 
Smith (New South Wales); J. M. Bradley, R. E. Seal (Victoria) ; 
M. D. Begley, H. Lander (South Australia); J. B. Stokes (Western 
Australia). 


Order of St. John of Jerusalem 


The Queen has sanctioned the following promotions in, and 
appointments to, this order: 

As Knights.—Colonel J. P. Jenkins, 0.B.E., T.D., D.L., M.R.C.S., 
Cc. 8. C. Prance, M.B., K. E. Dowd, mM.p., K. C. MeGibbon, M.D., 
H. R. Mustard, M.p. 

As Commanders.—C. A. Bence, M.R.C.8., T. H. Jenkins, M.B., 
wg Rear-Admiral R. L. G. Proctor, F.R.C.P.1., Q.H.P., 

. Mackay, M.p., H. D. Hebb, mM.p., R. P. Myers, M.D., Brigadier 
5: N. RB. ¢ ‘rawford,. M.B.E., M.D., R. A. Mustard, M.B.E., F.R.C.8.(C.). 

As Officers.—J. FE. S. Hamilton, M.R.c.s., John Walker, M.B., 
David Grieve, M.B., Gavin Muir, M.B., E. M. MacAlpine, M.B., 
I. H. Davies, M.B., Major-General Albert Sachs, C.B., C.B.E., Q-H.P., 
Major-Ge — C. W. Greenway, C.B., C.B.E., Q.H.S., Colonel Mathew 
De Lacey, 0 E., f.D., M.B., A. B. egy | FRC .S3.E., Surgeon 
ea Ww. Vv. Beach, 0.B.E., F. ~ C.3.E., R.N Surgeon Captain 

. 8. Coulter, D.S.C., M.R.C.8., R.N.. D. 0. Clark, M.B.E., F.R.C.8., 
a i Matthews, M.B., A. L. ag mR. cs , Georges Racicot, M.D., 
J. H. Taylor, M.D., Anthony Howard Marsh, M.B., D. . Bews, M.D., 
L. J. Calvert, M.D. 
Guy’s Hospital Medical School 

The tenth Addison lecture will be given at this school on 
Friday, July 20, at 5 p.m. by Prof. Charles H. Best, F.R.s., 
of Toronto, who will speak on Historical Aspects of Diabetes 
and Insulin and the Present Position of Oral Hypoglycemic 
Agents. Tickets are obtainable from the Dean, Guy’s Hospital 
Medical School, London Bridge, London, 8.E.1. 


Postgraduate Course in Tuberculosis 

A course for doctors on tuberculosis in children and young 
adults is to be held in Sheffield from Sept. 11 to 14. Further 
particulars may be had from the Tuberculosis Educational 
Institute, Tavistock House North, Tavistock Square, London, 
W.C.1. 


College of General Practitioners 

The college has received £960 from Messrs. Pfizer Ltd. 
as the first of a series of annual grants to promote the post- 
graduate education of members and associates of the college. 


Tropical Research Fellowship 

The council of the Royal Society has awarded the tropical 
research fellowship (medical sciences) to Dr. D. G. Jamison, 
of Corpus Christi College, Oxford, for his work on the histo- 
pathology of leprosy with particular reference to the relation- 
ship of the mycobacteria to cutaneous nerve-fibres. 


West London Medico-Chirurgical Society 

Presiding over the society’s 66th annual dinner on June 28, 
Mr. G. B. Woodd-Walker admitted that the subjects of the 
society’s meetings during the past year had ranged far beyond 
practical medicine ; but even the Chelsea Clinical Society had 
ceased to be purely clinical, and the programmes of other 
kindred societies, whose presidents he welcomed, showed a 
similar change. In concluding his period of office, he spoke 
particularly warmly of the work of the hon. secretaries, Dr. 
J. F. Goodwin and Mr. W. F. W. Southwood. Dr. T. F. Fox 
condemned the principle that bigger is better, and thought 
that more things should (like the society) be of the right size. 
Dr. Eric Hudson, at short notice, enumerated The Guests, 
but did not take them very seriously. In his reply Mr. A. 
Dickson Wright, president of the Hunterian Society, touched 
on many different subjects including plastic surgery and 
medical journalism. He was understood to say that any 
doctor who was too busy to test urine and open his journals 
was evidently doing well; and that no man who saw a lot 
of practice and learned by his mistakes had any need to read 
about other peoples’. The thanks of the guests were also 


expressed by Dr. H. Seaward Morley, past master of the 
Society of Apothecaries. 
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London Association for Hospital Services 

Mr. J. H. Dyter has been appointed secretary of the 
association in succession to Mr. T. W. Place, who retires on 
July 24. 


International Society for the Welfare of Cripples 

This society is to hold its seventh world congress in London 
from July 22 to 26, 1957. The address of the congress 
committee is 34, Eccleston Square, London, 8.W.1. 


Day Unit for Spastic Children 

A day unit for children with cerebral palsy has been opened 
in the grounds of the Queen Alexandra Hospital, Portsmouth. 
The local hospital and education services have joined with 
voluntary societies, including the Portsmouth and District 
Spastics Society, to build, equip, and maintain the unit, 
which will accommodate 20 children. 


Royal Northern Hospital Centenary 

Speaking at the dinner held in London on June 26 by the 
medical staff of the Royal Northern Hospital, the Duke of 
Gloucester, patron of the hospital, said that since his grand- 
parents opened the new buildings in 1888 many members of 
the Royal family had been associated with it. Their support 
had not been given without good reason: the hospital had 
reformed the outpatient system in London and had later been 
a pioneer of pay-beds. Despite its small size it had the second 
largest outpatient attendance in London. Though the Minister 
of Health’s pockets might not be bottomless, they were 
deeper than those of the medical staff, who had financed the 
hospital in its early phases ; and he asked the Minister's help 
in quickly making the forward stride by which more worthy 
buildings are being put in hand. Mr. Kenneth Walker, with a 
philosopher's interest in the rhythm and pattern of life, spoke 
of the likeness between this occasion and the dinner in 1857 
when similar hopes about new buildings were expressed. 
Mr. W. B. Gabriel, proposing The Guests, recalled the Marquess 
of Northampton’s remarkable work on behalf of the hospital, 
of which he was chairman from 1914 to 1938—years of great 
difficulty but also great progress. Describing a highly apposite 
dream of the previous night, in which he had seen the Royal 
Northern enlarged to the size of an immense Canadian hos- 
pital, he expressed his readiness to settle with the Minister 
for one half the size; but the Royal Northern must have 
& major, majestic, enormous increase in its beds, as the only 
means whereby it could do the work needed by the enormous 
population of its neighbourhood. Mr. R. H. Turton said that 
he knew perfectly well that the hospital should expand 
greatly ; but as Minister of Health his pockets were controlled 
by the Chancellor of the Exchequer; and the cost of new 
buildings was ten or twenty times the £200 per bed needed in 
1888. As Minister, he was conscious of having inherited slum 
property which ought to have been reclaimed many years ago. 
His first priority was to modernise existing hospitals and 
build new ones where none exist at present. But the present 
economic situation must be recognised. Sir Harry Platt, 
P.R.C.S., hoped that in the next century the hospital would 
get all it asked for, from regional board and Minister alike. 
Dr. E.C.O0. Jewesbury, author of the centenary volume reviewed 
last week (p. 1053), proposing the health of former members of 
the hospital staff, mentioned that the company included 
Dr. Cecily Statham, of the Australian branch of the family of 
the founder 8. F. Statham, attending in her own right as an 
assistant anesthetist. From the days when Robert Bridges, 
in casualty, would see 148 patients in a morning, and calcu- 
lated that women took '/,, minute longer than men, there was 
happily a survivor in Dr. Ernest Shaw, formerly pathologist 
to the hospital, who was now in his 92nd year and had given 
Dr. Jewesbury his good wishes for the evening. Among 
senior members of the staff attending the dinner were Dr. A. 
Lisle Punch, Mr. A. M. Zamora, and Mr. Cedric Lane-Roberts, 
with service of 33, 30, and 28 years respectively, and Mr. 
Kenneth Walker. The hospital, said Dr. Jewesbury, had 
always been a place where individuality and reasonableness 
could flourish: ‘‘ and long may it remain so.’ Sir Gordon 
Gordon-Taylor, responding, spoke of the way in which the 
present staff had opened their doors to doctors from the 
Dominions. Admiring their work today, he envied the condi- 
tions in which it was done. He was confident that tradition, 


courage, and wisdom would enable the hospital to serve its 
area with even greater success in the future. 

Mr. R. MeNeill Love presided over this large gathering, 
which was held in the great hall of the Royal College of 
Surgeons. 


-APPOINTMENTS——-BIRTHS, MARRIAGES, AND DEATHS 
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Christian Medical Fellowship 

The annual breakfast of this fellowship will be held at the 
Hotel Metropole, Brighton, on Thursday, July 12, at 8.15 a.m. 
when Dr. D. Martyn Lloyd-Jones will speak on Medicine 
and the Whole Man. Those intending to be present are asked 
to notify Dr. T. A. Copp, 115, Surrenden Road, Brighton, 6. 


Medical Man-power 

Dr. W. D. D. Small has been elected chairman of the Scottish 
Central Medical Recruitment Committee. The chairman of 
the National Medical Man-power Committee is Sir Zachary 
Cope. The chairman of the Central Medical Recruitment 
Committee is Dr. E. R. Boland, and the chairman of its 
Services subcommittee is Mr. Julian Taylor. 


Fellowships in Clinical Research 
The Medical Research Council have made the following 
appointments to fellowships for 1956-57 : 


Dr. E. H. Cooper, medical registrar, St. Mary’s Hospital, London ; 
Dr. M. G. Fitzgerald, research fellow, Royal Infirmary, Cardiff ; 
Captain T. Freeman, R.A.M.C., junior specialist in pathology, Leish- 
man Laboratory, Aldershot; Dr. E. Marley, registrar, Maudsley 
Hospita!, London; Dr. R. P. Michael, research registrar, department 
of experimental neuro-endocrinology, Institute of Psychiatry, 
London; Dr. G. F. M. Russell, registrar in neurology, Northern 
General Hospital], Edinburgh. 


Royal Appointments 
The following have been appointed honorary physicians to 
the Queen for 1956—59 : 


H. K. Cowan, chief medical officer, Department of Health for 
Scotland; Prof. I. G. Davies, medical officer of health, Leeds ; 
G. C. Kelly, senior administrative medical officer, South Western 
Regional Hospital Board ; C. Gaulter Magee, deputy chief medical 
officer, Ministry of Pensions and National Insurance ; F. F. Main, chief 
medical officer, ministry of health and local government, Northern 
Ireland; J. A. Scott, medical officer of health, London County 
Council. 


Diary of the Week 


JULY 8 To 14 
Tuesday, 10th 
ROYAL COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields, 
W.C.2 
Hypertrophic Lleocecal Tuberculosis in 
(Hunterian lecture.) 


Dr. 8. 8. Anand : 
Indian Patients. 


Wednesday, 11th 
ROYAL COLLEGE OF SURGEONS OF ENGLAND 
5 pM. Prof. David Slome: The Buckston Browne Research 
Farm. (Bernhard Baron lecture.) 
ROYAL COLLEGE OF SURGEONS OF EDINBURGH, Nicolson Street, 
Edinburgh, & 
3.30 p.m. Sir James Paterson Ross : 


Friday, 13th 
MEDICAL SOCIETY FOR THE STUDY OF VENEREAL DISEASES 
2.30 p.m. (Radcliffe Infirmary, Oxford.) Dr. Earle Moore (U.S.A.): 
Venereology in Transition. 


5 PLM. 


Nodular Goitre. 


Appointments 


BROWNING, R. H., M.8. Lond. : whole-time school M.o., Nottingham. 

PEARSON, R. C. M., M.D. Edin., M.R.C.P.E., D.C.H.: M.O.H. and 
principal school M.o., Newcastle upon Tyne. 

Weetcu, R. 8., M.B. Glasg., M.R.C.P.: consultant 
Rotherham and Barnsley area. 


Birmingham Regional Hospital Board : 

Gites, H. McC., M.B. Camb., M.R.C.P., D.C.H.: whole-time con- 
sultant pediatrician, Birmingham (Selly Oak) group. 

Jeavons, P. .. M.B.Camb., D.P.M.: whole-time consultant 
psychiatrist and deputy medical superintendent, Birmingham 
(mental A) group. 

LiLoyp-Davirs, D,. G., F.R.C.S.B., D.L.O.: whole-time consultant 
E.N.T. surgeon, Birmingham (Dudley Road) group. 


Man chester Regional Hospital Board : 
Bore, CHARLES, M.D. Malta, F.R.F.P.S., D.P.M.: consultant 
psychiatrist, Parkside Hospital, Macclesfield and Crewe areas. 
CALDWELL-NICHOLS, M. A., M.B. Edin., D.M.R.D.: consultant 
group radiologist, Bolton and district hospitals. 

Dawson, B. H., M.D. Manc., F.R.c.S.: consultant neurosurgeon, 
Salford Hospital Centre. 

FERGUSON, HAROLD, M.B. Edin., D.M.R.D. : 
Ashton, Hyde, and Glossop hospitals. 


physician, 


consultant radiologist, 


MIDGLEY, MARGUERITE, M.B. Manc., D.A.: asst. anesthetist 
(8.H.M.O.). 
Births, Marriages, and Deaths 
BIRTHS 
Witson.—On June 29, at the Christopher Nursing Home, Wigan, 


to Dr. Ruth Audrey (Jane) Wilson, wife of Bill Weatherston 
Wilson, F.R.C.8.—a son. 
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JUST TEAR 


‘Tes- Tape’ 


TRADE MARK BRAND 


URINE SUGAR TEST TAPE 


*TES-TAPE’ enables accurate estima- 


tion of glucose in urine to be carried 





out with maximum simplicity. 
MOISTEN 


*TES-TAPE’ completely eliminates the 


need for test tubes, heat or reagents. 




















A small piece of tape is dipped in the 
specimen, held for one minute and 


then compared with the colour index 





provided. Each dispenser provides 
enough material for at least 100 tests. ... AND COMPARE 
*TES-TAPE’ is simple, convenient 


and accurate. 








A product of 
ELI LILLY & COMPANY LIMITED 


TRADE MARK 4 BASINGSTOKE HANTS” 
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...the virtues of LUCOZADE 


It is realised that the doctor judges Lucozade from two viewpoints. He 
agrees with its use in the sickroom. He also, personally, finds it a most 
palatable drink. This palatability of Lucozade provides a long-sought 
answer to a long-standing problem . . . acceptability. The subtle balance 
between flavour, sparkle and liquid glucose content provides nourishment 
in a forrn ac ceptable even to the feeblest digestion ; nourishment retained 
and assimilated. Doctors have been kind enough to tell us of many 
conditions which have responded favourably, quickly, to Lucozade. 
Bedside lockers bear testimony to the confidence it inspires. And many 
doctors have discovered for themselves the virtues of a glass of 


Lucozade when they return after a hard round of work. 


LUCOZADE 


the sparkling glucose drink 


REPLACES LOST ENERGY 












It supports evenly 
everywhere 


The Lastonet bandage has a two-way stretch 

to support a sprained or weak joint evenly over 
the entire affected area. It is also cool to wear 

. Wy _ as the lightweight net allows plenty of 
rN SS SESS ventilation. In 5-yard lengths (fully stretched) 
and 24, 3, 34, 4 or 6 inch widths. 


NET BANDAGE 


LASTONET PRODUCTS LTD, CARN BREA, REDRUTH, CORNWALL 
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The A.B.C of 
PERSONAL INSURANCE © 


Fa oe oe 
wt or how to provide yourself with a complete scheme of personal cover in one policy at reduced rates 
ee 


Ais 


ASSETS EXCEED €6,000,000 


When you are BUYING A NEW 
CAR ask for details of the HIRE 
MEDICAL SICKNESS, ANNUITY AND LIFE ASSURANCE SOCIETY LIMITED PURCHASE SCHEME of the 


MEDICAL SICKNESS FINANCE 
3 CAVENDISH SQUARE, LONDON, W.1 (Telephone : LANgham 2991) CORPORATION LTD. : 


Please write for particulars, mentioning this advertisement 








How do yo¢ tackle flat foot? - 


. - « do you prescribe an external wedge on the shoes? 





BUT the wedges soon wear away; and very often 
the child is made to feel self-conscious because 
his shoes look different from other children’s. 

Surely it’s more logical to have a wedge built-in 
between the inner and outer sole— invisible, and 
completely unaffected by wear or repair of the 
shoe. That is how Start-rite INNERAZE shoes 
are made; why they are the only practical 
solution to this problem. 


Information from Mr. W. 7. Peake, James Southall 
& Co. Lid., Crome Road, Norwich. 















hi Wedge shoes by START-RITE 


(who make the finest children’s shoes of all types) 


Inneraze Shoes are supplied only against medical prescription 
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H. K. LEWIS & Co. 


TEXTBOOKS AND WORKS IN MEDICAL, SURGICAL 
Catalogues on application. Please state interests. 


FOREIGN BOOKS: Continental and American books obtained to order. 
A constantly changing large stock of Medical and Scientific Literature on view, 


SECOND-HAND BOOKS: 
classified under subjects. 


MEDICAL STATIONERY : Loose-Leaf Case Books, Card Index ‘Systems, etc. 
MEDICAL AND SCIENTIFIC LENDING LIBRARY 


Annual Subscription from £1 [7s. 6d. 


The Library Catalogue revised to December, 1949, containing a classified Index of Authors and Subjects. 
Pp. xii + 1152. To subscribers 17s. 6d. net ; to non-subscribers 35s. net ; 
Supplement 1950-52. To subscribers 3s. net; to non-subscribers 6s. net ; postage 9d. 


H. K. LEWIS & Co. Ltd., 136 GOWER STREET, “LONDON, W.c.! Phone: EUSton 4282 


Ltd. 


AND GENERAL SCIENCE OF ALL PUBLISHERS 


MEDICAL PUBLISHERS 
AND BOOKSELLERS 


Prospectus on application 


postage Is. 8d. 











Rybar Benzocaine Calamine Cream 





Possessing powerful 


local anaesthetic properties 


R.B.C. is of great value in the treatment of eczematous 
conditions, pruritus, tinea and other skin infections due to 
bacteria or fungi. The soothing effect produced on the 
application of R B. C. in cases of intractable itching materially 
assists healing by promoting sleep and preventing rubbing 
and scratching. 

Formula :— 


Phenylmercuric Nitrate ati one om 0.10% 
lso-buty! para-aminobenzoate oa = 1.00% 
N-butyl perecmingyennests on an “= 100% 
Benzocaine an = om 8.00% 
Cholesterol ia ite om one = 0.10% 
Calamine ie is wie “ ~-— 10.00% 
Hydrophilic Base to ... 100.00% 


All perconcages whe 
Mode of issue : Collapsible cubes containing 25 g= 
May be freely prescribed on Form ECIO, 
Professional sample and literature on request from: 





TANKERTON: KENT 





YOUR 
CHILD 


In your plans for your child’s 
education and career life assurance 
can be a real help. Write today 
for a copy of the New “Career 
Policy ” leaflet to 





SCOTTISH 
WIDOWS’ FUND 


Head Office: 9 St. Andrew Square, Edinburgh, 2 
Lendon Offices: 28 Cornhill, B.C.3 17 Waterloo Place, 5.W.1 











AKLOREP 


(Acid HCI and Pepsin) 


Achlorhydria 
Hypochlorhydria 
and all associated 

conditions. 


50 tablets 6/6d. (subject) 
”> 6d. ”> 
Prescribe on E.C.10 


ROBERTS & CO. 
76, New Bond Street, London, W.1 











LAST MINUTE 


CONTINENTAL 
HOLIDAYS 


Our arrangements of your holidays abroad, 
offering choice of special centres, or indivi- 
dual requirements, ensure a care-free trip. 


BUSINESS AND HOLIDAY TRAVEL, LTD., 
114/117, GRAND BUILDINGS, 
TRAFALGAR SQUARE, W.C.2. 

WHitehall 4114/5. 
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ST. ANDREW’S HOSPITAL fentat bisoroers 
NORTHAMPTON 
Presipent: THE EARL SPENCER 


MEDICAL SUPERINTENDENT: THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are suffering from 
incipient mental disorders or who wish to prevent recurrent attacks of mental trouble ; temporary patients, and certified patients 
of both sexes are received for treatment. Careful clinical, biochemical, bacteriological, and pathological examinations. Private 
rooms with special nurses, male or female, in the Hospital or in one of the numerous villas in the grounds of the various branches 


can be provided. 
WANTAGE HOUSE 

This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be admitted. It is equipped 
with all the apparatus for the complete investigation and treatment of Mental and Nervous Disorders by the most modern methods ; 
insulin treatment is available for suitable cases. It contains special departments for hydrotherapy by various methods, including 
Turkish and Russian baths, the prolonged immersion bath, Vichy Douche, Scotch Douche, Electrical baths, Plombiéres treatment, 
etc. There is an Operating Theatre, «1 Dental Surgery, an X-ray Room, an Ultraviolet Apparatus, and a Department for 
Diathermy and High-frequency treatment. It also contains Laboratories for biochemical, bacteriological, and pathological 
research. Psychotherapeutic treatment is employed when indicated. 


MOULTON PARK 
Two miles from the Main Hospital there are several branch establishments and villas situated in a park and farm of 650 acres. 
Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and orchards of Moulton Park. Occupational 
therapy is a feature of this branch, and patients are given every facility for occupying themselves in farming, gardening, and fruit 


growing. 
BRYN-Y-NEUADD HALL 
The seaside house of St. Andrew’s Hospital is beautifully situated in a park of 330 acres, at Llanfairfechan, amidst the finest 
scenery in North Wales. On the North-West side of the Estate a mile of sea coast forms the boundary. Patients may visit this 
branch for a short seaside change or for longer periods. The Hospital has its own private bathing house on the seashore. There 
is trout-fishing in the park. 


At all the branches of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis courts (grass and hard 
courts), croquet grounds, golf courses, and bowling greens. Ladies and gentlemen have their own gardens, and facilities are 
provided for handicrafts, such as carpentry, etc. ' 

For terms and further particulars apply to the Medical Superintendent (TELEPHONE: Northampton 4354 (3 lines)), who 
can be seen in London by appointment. 


CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 





A well-appointed House with spacious balconies and extensive views of the South Devon Coast. Beautiful garden and own dairy in 35 acres 
In the same grounds, ROWDENS, a comfortable house with lovely views. Private road to the beach 
There is also a charming house, EBWORTHY, MANATON, DARTMOC?, situated in 25 acres, 1100 ft. up for bracing moorland air 








Resident Physicians-~-BERTHA M. MULES, M.D., B.S. ANNE S. MULES, M.R.C.S., L.R.C.P, Telephones—TEIGNMOWTH 289 and 537 
CHISWICK HOUSE HEIGHAM HALL, NORWICH 
PRIVATE MENTAL HOME for Nervous and Mental iliness. All types 
PINMER, MINGCESES of treatment carried out. Ac dation for Alcoholics and Addicts 
Telephone: PINNER 234 available. Special Geriatric Unit now open. Fees from 7 gns. per week 
upwards according to requirements. 
te Pgs Apply to Dr. J. A. SMALL Telephone : Norwich 20080 
Private Nursing Home for Mental and Nervous illness. . : 
All modern forms of treatment. Two country houses in adjoining THE LANCET 
grounds of 5 and 6 acres respectively, 12 miles from London. Annual Subscription : £330 per annum 


Trains every 15 minutes from Baker Street to Pinner. Special red 1 rates to Medical Students and Doctors 





DOUGLAS MACAULAY, M.D. D.P.M. within 1 year of qualification. 





THE MEDICAL PROTECTION SOCIETY tumirep 


Over 60 years experience in medical defence and protection 
Complete Indemnity granted to members in cases undertaken on their behalf 
ANNUAL SUBSCRIPTION : £1 for first three years for newly qualified entrants and £2 thereafter 
Full particulars from the Secretary (Dr. Alistair French), Victory House, Leicester Sq., W.C.2. Gerrard 4553 and 4814 
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ACADEMIC AND EDUCATIONAL Page| Plymouth. South Devon & East St. Nicholas, 8.E.18. H.O. .. -- 48 

SECTION 45 emma, a, —_.- ‘ ie" a peepeen ._— fx. sedate ae ee r+ 

: Reading. Royal Berks. Sr. H.O. .. 5 righton, Royal Sussex County. H.O. ¢ 
SS dae N.W.10. Sr. H.0O. 47] Rhymney & Sirhowy Valleys H.M.C, Hitchin Hosps. H.O. or Sr. H.O... 51 

eatral Miaeees, N.W50. Se. 2.0. 67) Bt. Clin, Amt... “e .. 54] Huddersfield Royal Infy. Jr. H.M.O. 51 
See othe. Ni ie. 1 4g | Salford HLM.C. Sr.H.0. °. = :: 54] Luton & Dunstable. Sr. H.0.  .. 51 
St Jain’ BWid Reo’ °. |. 4g] Sheffield R.H.B. Sr. H.M.O. :] 46] Maidenhead. H.O. .. 2. 03. 52 
Wi stead "Ee 1. & H . cig ee St. Albans City. Locum Reg. .. 55] Morecambe. Queen Victoria. Jr. ai 
Woe —_ aie =. oe ae H 073 48 Torquay. Torbay. Sr. + ae ss 55 H.M.O. pas . — se 52 
Woolwi +h Group H.M.G ‘Sr. H.0.’s.. 48 Warrington Infy. Sr. H.0. .. -. 56 Plymouth. § outh Jevon Das : 
} Ac iol R 7 B. Reg. et: 4g | Wolverhampton Group. Sr. H.0... 56 Re - a oo . Ae: 54 
Bolton & Dist. H.M.C. Sr. H.0. +. 48| BACTERIOLOGY Whe © 6M tea 
Chelmsford Hosps. Sr. H.O. én -- 50] Newcastle United Hosps. Reg. -» 53) gnemield RLH.B. Sr. Casualty Officer 46 
oases © ee eee. SO. .. 5h) cemeear Shoreham-by-Sea. Southlands. Sr. 
M. - t = rR on ee: . + 16 Scotland. North-Eastern R.H.B. Sr. | 8.0. .. wie ae “ye ve 55 
Fee wow cs — a oe 4 H.M.O. , < -* -. 46 ———_. jo apg Pn at "ali aaa 55 
} .B.B. Reg. .. oe 2 sored’ tle ¢ 
Manchester. South Manchester H.M.C. _ | CASUALTY beats , aa ce oe ; f ae: 
wie eee a M “ Sr ‘a Oo e< we . ee Gen., 8.W.11. H.O. or as Warrington Infy. Jr. H.M.O. or H.O. fr 
| a othe e 8 . . . “* ‘< wor. . . “* “* “* ** ~4 Sr. .O. $f oe a AS 5 
North West Met. R.H.B. Reg. 53] Connaught, E.17. Sr. H.0. .. a 2. o" : 
Oxford United Hosps. Reg. .. 531] Princess Beatrice, 8.W.5. Sr. H.O... 48 continued overleaf 
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CHEST AND TUBERCULOSIS Portsmouth Group H.M.C. Sr. H.O.’s 54,4 Sheffield R.H.B. Sr. Reg. .. aa 
Aberdeen, Deeside Sanatoria. Sr. Reading Combined Hosps. H.O 5 Suffolk Mental Hosps. M.C. ee 
* a ¥ éu ae .. 48 | Rhymney & Sirhowy Valleys. H.M.C .O.’s - - - > -O6 
Ashton, Hyde & Glossop H.M.C. Reg. 48 Pre-reg. H.O. ae P Welsh R.H.B. Locum Sr. H.M.O. 46 
Birmingham R.H.B. Reg. . . 49] Scotland. South-Eastern R.H.B. Reg. Welsh R.H.B. Reg os .. 56 
Cardiff. Glan Ely. Sr. H.O. 50 | Sheffield R.H.B. Sr. Reg. ‘ Willerby. De la Poie. ‘Jr. H.M.O... 56 
East Anglian R.H.B. Reg. . 50 | Sheffield United Hosps. Sr. H.O... 
East Anglian R.H.B. Sr. H. moO... “6 St. Albans City. Locum Reg. a ag Reg. 47 
Halifax. Northowram Hall. Sr. H.O. 51] Welsh R.H.B. Regs. & Locum Reg... ot fen 3 College Hosp., S'R. “Tee 47 
Holt, Norfolk. Kelling Hosp. & Dept. Windsor. King Edward VII. H.O. .. Lambeth, 8S.F.11. Locum ‘Sr. i. AL. oO. 45 
of Thoracic Surgery. Locum Jr. F Worksop. Kilton. Reg. as Chichester Group H. M.C. Reg. > ae 
ones ggg v6 -: 2) | OPHTHALMOLOGY Medway & Gravesend H.M.C. P.-t. 

4 -H.B. Sr. Reg. ; j a . in . . 2 ‘ 
a = eee. soon 2 H.O. ~ Guildford. Reval Surrey Sonne. Sr. me a. 2 WEB. Locum Cons. _ .. | is 
Nesthampten. Pisemhars > _O. :: nn .. 50 4 Northwood. Mount Vernon. H.O. 53 
~ - = » " 52 
Northampton. Creaton San. Sr.H.O. 53 Manche ste ay Inited F d Hosps. Reg. 2? | RADIOTHERAPY 

: ‘lens & Dis ' Sr 5 . 4 : idge Unite Sr. H.O. 50 
nah. ce pod ney Sag - Sr. H.0... 55] Shefield RUH.B. Sr. H.M.O. 416 pens United Hosps. Sr. H.0. 5 

ED . SURG 
Hosp. of St. John and St. Elizabeth, Futham, W.0. 8 H.O. 47 Central Middlesex, N.W.10. H.O... 47 
N.W.8. Hon. Dental Surgeon . 47 —— ns 2 + | German, E.8. Pre-reg. H.O. . 47 
Guy’s, 8.E.1. Locum Sr. Reg. ce Hackney, E.9. Pre-reg. H.O 47 
EAR, NOSE, AND THROAT Roy al National Orthopedic, W.1. Sr. Lambeth. 8.E.11 H.O : 17 
toyal Free Hosp. Group. Reg. 18 H.0.’s 48 Mile End E . i ig 7 47 
Birmingham & Midland Ear & Throat Ascot Heatherwood Orthope dic. National "Temperance, N.W.1. Reg. 47 
Sr. H.O. or H.O. : 19 OF. Seg. 2° - 48 West London, W.6. H.O. . oe & 
Guildford. Royal Surre y ¢ ‘ounty. Sr. Beverley. Westwood. “o. 49 Accrington. Victoria. H.O 48 
0... ‘ .. 650] Birmingham R.H.B. Reg -. 497, “ fs onal 
Hillingdon, Middx. Reg. 51] Birmingham. Royal Orthopedic. Sr. a a sr 49 
Manchester United Hosps. Reg 43 1.0. _- a Bedford _ n. =o. - : 49 
North West Met. R.H.B. P.-t. C ons. 16 Bournemouth. "Royal Victoria. Sr. Birmingham Accide ni Reg. : 49 
Reading & Dist. H.M.( - Sr. H.C 54 H.O. cia 49 Birmingham. Dudley Road. H.O.. 49 
Wolverhampton Group. H.O. 56 | Burton-on-Trent Gen. Jr. H.M.O. 50 Birmingham R.H.B. Sr. Reg 7 19 
GENITO-URINARY —— U — oe Sr. ++ - 90] Birmingham United Hosps. Sr. Reg. 49 
Chertsey. St. Peter’s. Sr. H.O. 50 roydon. “Eoot .: iff ik. wi oO” 51 Blackpool. Victoria. Pre-reg. H.O. 49 
GERIATRICS Ipswich & East Suffolk. H.O. 31 | Cardiff. Royal Hamedryed Gen. & 

SE cs Ipswich & East Suffolk. Sr. H.O. 51 Seamen’s. Sr. H. 50 
St. John’s, S.W.11. Sr. H.O... 48 | Leeds R.H.B. Locum Regs.. 51 Carshalton. St. Balter. * Pre-reg. H. 0. 50 
HAMATOLOGY Portsmouth ee Fie rei 46 | Colchester Group H.M.C. H.0.’s'.. 50 
Manchester United Hosps. Reg. 53 a a 54 | Croydon Gen. Locum Cons. .. .. 45 

—— ee Croydon. Mayday. Locum Cons. .. 45 
INFECTIOUS DISEASES Salisbury Gen. Sr. H.0. or H.0. :- 541 Derby. Derbyshire Royal Infy. Pre- 
Paisley I.D. Jr. H.M.O. — as , eo Royal Salop Infy. Sr. i" reg. H.O. or Sr. H.O. a 
Stoke-on-Trent. Bucknall. Jr. . EA, a+ -> %* | Kast Anglian R.H.B. Reg. .. ——) a 

H.M.O. *e 5 re _ Pee Se 7 remnp. Eee. 26 Kast Secabestand Das, Bee... & 
attorc -eace em. oU. oe ee 0 res . . Ire. 
MEDICINE Welsh K.H.B. Locum Sr. H.M.O... 46] Hemel Hempstead. West Herts. Pre- 
German, E.8. Pre-reg. H.O... 47 | Welsh R.H.B. Reg. .. oe -» 567 ae rtford ( ‘ounty. Pre-reg. H.O. ‘sg 
Highlands Gen., N.21. H.O. 47 " n 
National Temperance, " W.1 Reg. 47 | PZDIATRICS H.( ro 
P rine eas Beatrice, S.W.5. H.O. . 47 | Queen Elizabeth Hom. for € mares i a hin Hosps. Reg ¢- i wd - 3 

. Ann’s Gen., N.15.. Sr. 1.0 48 M.C. Sr. H.0.’s & H.¢ 47 | Huddersfield Roya nfy. .O. 5 
- Leonard’s, N.1. H.O i: | Hastings. St. Helen’s. ii. O. 51] Hull. Kingston Gen. Sr. H.O. 51 
Ashford, Middx. H.O. .. 48 — lestield. " Sr. #2. on ss aay eR ge _— as 7 
Aylesbury. Stoke Mande ville. H.0. 48 | Manchester cay! < rd ee oe 52 
Barnsley. Beckett. Sr. H 19 ~—— ary West Mancheste - Te rm i S. a able r. Reg. os 

. rd Ge r. 52 > - 2 
Soar, “Keighley. Skipton & Se ttle ‘9 Neath. Tonna ‘Child’s.. Sr. H.0. . 53] Maidstone. West Nie nt ‘Gen. *Pre- -reg. ; 
HMO. Sr. HO. iy oO. 66] Mancheeler. Aucoste, “Reg 3 
Birmingham R.H.B. Reg. + 491 southampton Child’s. H.O. -: oe ty) theste r. West Manchester H.M.C. 
Colehester Group H.M.C H.0.’s _. §9 | Southampton Child's. oO. oo 55 ~ reste se 
Derby. Derbyshire Royal Infy. Pre- PATHOLOGY ( 52 
peek: H.O. Prieee. Ho. 1. 3g | Gzqup Lab. Mile End Hosp., El. Manchester. Withington. Sr. H.0... 32 
ewsbury. Gen. re-reg. H. 50 Sr. H.O. we if he : 7 ~ 2h in ee "Ses be 
Kast - ‘umberland H.M.C. Sr. H. Oo. Beverley. Westwood. Sr. H.O. 49 — oe Preston Hosp. Pre: 53 
& H.O. = 50] Birmingham. Group 25 Selly Oak 1, ; rt 
ee. . iat r. #0. a ha - 51 H.M.C. Sr. H.O. ‘ 49 oe bm weed _— Vernon. H. Oo. re 
uddersfie l« toyal Infy. - he <a Liverpool R.H.B. C ions. 45 mes De 
Hull. Kingston Gen. Pre-reg. H.O. 51] Manchester. Booth Hall & Monsall i —— Devon, & East 54 
Ipswich & Kast Suffolk. Sr. H.O. .. Sil H.M.cC. Sr. H.O. 52 Portsmouth Group H.M.C. Pre Fee. 
Le i Jewish Herzl Moser. Locum Manchester R.H.B. Reg os 683 0. 54 

r -M.O. .. 51] Manchester. W ithington” “sr. HO... 52 O. 7 * 

Leeds R.H.B. Locum Regs. . 51L | Plymouth. South Devon & East 9 Battle. WH Talle ys" WeM.C. ba 
Manchester R.H.B. Reg. .. > Os oy aor Gen. Hosp. Group. Sr. 4 Sr. H.O. & Pre-reg. H.O. 54 
Manchester United Hosps. Sr. H.O. 53 H.O. ~N o* a4 ca ae R omford. » Suh Green . Sr. H.O ‘& 
Mane nae r. Withington. Locum Scotland. Western R.H.B. Regs... 55 . HA , Ws dre 54 

Sr. H.O + . .- 52] Southend Gen. Locum Sr. H.M.O... 46] «. te ‘ Re an 
North Na lds. Preston Hosp. Pre- PHYSICAL MEDICINE Sootinind. wW > — Reg. rr 

reg. oO. + ay -- §3 b a 
Northwood. Mount Ve rnon. H.O. 53 Middlesex. reins c.. Reg. mx z en Royal South “Hants. = 
Portsmouth Group H.M. Pre-reg. Newcastle Unitec osps. eg. oe Se . Ls ; 
. u 0's oe lei Nh i PSYCHIATRY South speek, Yorks. W arde-Aldam. a 
So anc 7as ern t.H.B. Reg. 5 &N s . in 
Slough. | pton. Pre-res. H.O. 55 a-wsy + iw ley. Sr. Reg., “6 Stirling & C lackmannan Hosps. B.O.M. a 
St. Asaph. Jr. H.M.O. 55 | Guy’s. 8.E South East Met. ~ : . 
Stoke-on-Trent. City Gen. H.O. 55 “a i.B. Gr’ cm A © ‘7 oe as Trent. City Gen. | Pre-reg. - 
Watford. Peace Mem. Pre-reg. H.O. 56 | st. Mary's, W.2. P.-t. Reg.. 48 Taplow. ‘Canadian Red Cross Mem. 
NEUROSURGERY Arlesey, Beds. Three Counti ies. Reg. 49 H. 
Manchester. Crumpsall. Reg. 53 Birmingham R.H.B. Sr. Reg. & Reg. 49 ‘cumaen & Somerset. Sr. H.O. 
Manchester R.H.B. Reg. . : 52] Bristol United Hosps. & South- o | Torquay. Torbey. 

Western R.H.B. Sr. Reg... -- 49] Watford. Peace fem. , = -reg. H.O. 

OBSTETRICS AND GYNZCOLOGY Kast Anglian R.H.B. Reg. .. -- 50] Welsh R.H.B. Locum Cons. 
E oN ‘th Garrett Anderson, N.W.1. Huddersfield. Storthes Hall. Jr. : Welsh R. HB. Reg. 

H. 7 ia - 47 H.M.O. or Locum .. os Seu a Leigh H. M. Cc.  Pre- 4 
St. Jaime ‘3’ & Weir Hosps., 3.W.12. Ivybridge, 8. Devon. Moorhaven. a Aims re 56 

Sr. - ‘ -- 48 Jr. H.M.O. .. 51 n Infy. Pre-reg. H.O. or 
Wanste ~ E.11. H.O. 48 | Lancaster Moor. Locum Jr. H.M.O. 51 Ww orkinto — ad 2 -.° 38 
Cardiff H.M.C. Sr. H.O. : -. 50] Leeds R.H.B. Sr. Reg. 51] Wrexham. Maelor Ge n. Pre-reg.H.0. 56 
Croydon Group H.M.C, Locum Reg. 50] Leeds R.H.B. Locum Regs. . 51 | Wrexham. War Mem. Pre-reg. H.O.’s 56 
East Cumberland H.M.C. H.0.’s.. 50] Leek. St. Kdward’s. Jr. H.M.O.. 52] Thadan, Nigeria. Univ. Coll. Hosp. 
Ilford Maternity. Sr. H.O. .. 51] Liverpool United Hosps., R.H.B. & Reg. .. “2 -. = 
Kingston, Surrey. Reg. . «. University. P.-t. Cons. re — 
Manchester United Hosps. H.O. .. 52] Manchester R.H.B. Sr. H.M.O. .. 46 | THORACIC SURGERY . 
Manchester. Withington. Sr. H.0... 52] Montrose, Angus. Royal Mental. London Chest, E.2. Reg. .. .. 47 
Neweastle R.H.B. Cons. se Pmt FT ee ae ie .. $3] St. Charles’, W.10. Reg. & Sr. H.O. 48 
Newmarket Gen. Sr. H.O. .. 53] North West Met. R.H.B. Sr. H.M.O. 46] pyupBLIC APPOINTMENTS 56 
Northwood. Mount Vernon. H.O. 53] Oxford R.H.B. Sr. H.M.O. .. — GENERAL PRACTICE 58 
Oxford R.H.B. Reg. .. 54] Scotland. Western R.H.B. Cons. 46 . ‘ 5 
Peterborough Mem. H.O 53 ' Scotland. Western R.H.B. Reg. 55 ' MISCELLANEOUS 58 
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Academic and Educational 
THE UNIVERSITY 
and the 
ROYAL FACULTY OF PHYSICIANS AND SURGEONS 
OF GLASGOW 





POSTGRADUATE MEDICAL EDUCATION COMMITTEE 
REFRESHER COURSE FOR GENERAL PRACTITIONERS 

A Refresher Course at Stobhill General Hospital of 1 weeks 
duration designed for General Practitioners will be held from 
247TH to 29TH SEPTEMBER, 1956. The Course will consist, when- 
ever possible, of bedside discussions and clinical conferences. 
Sessions will be held dealing with General and Peediatric 
Medicine, Surgery, Obstetrics, Gynecology, Cardiology, Derma- 
tology, Ophthalmology, Psychiatry, Diseases of the Ear, Nose 
and Throat, Biochemistry and Rehabilitation of the Aged. 
Lunch will be available at the Hospital. 

The fee for practitioners not claiming expenses from Govern- 
ment sources is 5 guineas. 

COURSE IN CHEMOTHERAPY FOR GENERAL PRACTITIONERS 

A short intensive Course on the Principles and Application of 
Chemotherapy in Acute and Chronic Infectious Diseases will be 
held at Ruchill Hospital, Glasgow, from MONDAY, 1ST OCTOBER, 
to SATURDAY, 6TH OCTOBER, 1956. 

The Course will comprise lectures and demonstrations in the 
following main divisions :— 

(1) A Course of systematic lectures on the different infectious 
diseases, including pneumonia and tuberculos s. These lectures 
will be followed by appropriate clinical demonstrations. 

(2) A Course of lectures and demonstrations which will 
describe all forms of chemotherapy, their scope and effective 
application. 

(3) Practical demonstrations of the bacteriological, virological 
onl pathological techniques used in diagnosis and control of 
infectious disease. 

Lunch will be available at the Hospital. 

The fee for practitioners not claiming expenses from Govern- 
ment sources is 5 guineas. 

The usual arrangements are available to 
Service practitioners attending either of the above Courses 
whereby the fee, cost of travelling and subsistence, and locum 
expenses may, subject to certain conditions, be recovered from 
Government sources. The Courses are being held in consecutive 
weeks and practitioners may attend either Course or both. 

Since the numbers are limited, those wishing to attend should 
make early application to the Director of Post-Graduate Medical 
Education, The University, Glasgow, W.2, from whom further 
information may be obtained. Applicants should state clearly 
which of the Courses they desire to attend. 


National Health 


PRIMARY EXAMINATION FOR THE SURGICAL FELLOWSHIPS 

A COURSE OF INSTRUCTION in Anatomy, Physiology, Bio- 
chemistry, Pathology and Bacteriology suitable for candidates 
preparing for the Primary Examination of the Fellowship qua 
Surgeon of the Royal Faculty of Physicians and Surgeons of 
Glasgow will be held from 8TH OCTOBER to 30TH NOVEMBER, 1956. 
(The Primary Examination conducted by the Glasgow Royal 
Faculty is accepted by the Royal Colleges of Surgeons of 
Edinburgh, of England, and in Ireland in lieu of the corre- 

sponding examinations of these Bodies.) 

The Course will comprise a total of approximately 160 hours 
instruction given ont from MONDAYS to FRIDAYS, between the 
hours of NOON and 5.30 P.M. 

The Course will be open to junior staff of hospitals in the 
Western Region of Scotland and also to other suitable applicants. 
Applicants not employed in the hospitals of the Western Region 
will, so far as can be arranged, be given an honorary clinical 
attachment to one of the surgical teaching units 

The fee for the Course is 25 guineas. 


COURSE IN MENTAL DEFICIENCY 

A short intensive postgraduate Course in Mental Deficiency 
will be held from 8TH OCTOBER to 26TH OCTOBER, 1956. 

The Course will comprise :— 

(a) Lectures and demonstrations in various aspects of mental 
handicap and mental deficiency ; 

(b) Instruction in mental testing ; 

(c) Visits to institutions. 

The fee for the Course is 15 guineas. 

The Course will be limited to 20 practitioners, places being 
allocated in order of return of application forms. Further 
information may be obtained from the Director of Post-Graduate 
Education, Medical Faculty Office, The University, Glasgow, W.2. 

COURSES IN RADIOTHERAPY AND RADIODIAGNOSIS 

Courses of instruction for the D.M.R.(T) and the D.M.R.(D) 

are available at the Glasgow Western and the Glasgow Royal 
Infirmaries. The Courses commence in OCTOBER, 1956, and 
occupy a period of 2 years. The fee is 50 guineas. A limited 
number of remunerated staff posts are available for trainees 
undertaking these Courses. Further information may be 
obtained from the Director of Post-Graduate Medical Education, 
The University, Glasgow, W.2. 
UNIVERSITY OF ABERDEEN. Applications are invited 
for the post of LECTURER IN PHYSIOLOGY. Candidates 
should have interest and experience in biophysics. Salary, 
Seale (c), £1750-—£2050 if medically qualified, otherwise £1350— 
£1550, or Seale (b) £1200-—£1700 if medically qualified, otherwise 
£950-£1350. Placing on scale according to qualification and 
experience. Superannuation (F.S.S.U.) and children’s allowance. 
Part of removal expenses refunded. 

Conditions of appointment and forms of application should 
be obtained from the Secretary, The University, Aberdeen, 
with whom applications (8 copies), giving the names of 3 referees, 
should be lodged not later than 3lst August, 1956. Applicants 
outside the British Isles may submit 1 copy only. 








THE UNIVERSITY OF SHEFFIELD 

A COURSE OF INSTRUCTION ‘for ‘the DIPLOMA IN PUBLIC HEALTH 
under the revised rules of the G.M.C. (1956), will begin in 
OCTOBER, 1956. The course will be part-time and will extend 
over a period of 18 months. - 

Further information may be obtained from Prof. W. Hopson, 
De Soe gee of Social and Industrial Medicine, The University, 
Sheffield, 10. 

CHRISTIAN MEDICAL FELLOWSHIP 


The Annual Breakfast will be held at the Hotel Metropole, 
Brighton, on THURSDAY, 12TH JULY, at 8.15 a.m. Chairman : 
Dr. ALEX H. HALL, 0.B.E. (President of the B.M.A.). 

Dr. D. MARTYN LLoYD-JONES will speak on ** Medicine and 
the Whole Man.’ 

Those inter - to be present are asked to notify Dr. T. A. 
Copp, 115, Surrenden-road, Brighton, 6 (Tel. : Brighton 53653). 
UNIVERSITY OF BRISTOL. The University invites 
applications for the post of ASSISTANT MEDICAL OFFICER 
to undertake the routine examination of students and to assist 
in the treatment of students. The Officer may also be required 
to undertake part-time teaching or research work. Salary 
£1200-£1400 p.a. according to qualifications and experience. 

Applications, including the names of 3 referees, should reach 
the undersigned, from w a further particulars may be obtained, 
not later than 16th ev. 956. 

H. BU TTE RFIELD, Registrar and Secretary. 

THE “UNIVERSITY OF MANCHESTER. Darbishire 
HOUSE HEALTH CENTRE. Applications are invited for the appoint- 
ment of ASSISTANT GENERAL PRACTITIONER at the 
Darbishire House Health Centre for the period Ist October, 
1956, to 31st May, 1957. The work will entail assisting the 4 
General Practitioners in the Centre, in which 12,000 patients 
are at present registered. The Health Centre is also used in the 
teaching of medical students of the University. Salary at the rate 
of £1000 p.a., with an allowance towards the cost of travelling 
expenses and superannuation. 

Applications, which should include full particulars of quali- 

fications, &c., must reach the Registrar, The University, 
Manchester, 13, not later than 21st July, 1956, and should give 
the names of not more than 3 persons to whom reference may 
be made. 
THE UNIVERSITY OF MANCHESTER. Applications 
are invited from candidates with medical qualifications nomueen 
in this country fer the post of LECTURER IN ANATOMY. 
Good research facilities are available. Salary (£ sterling) on 
the scale £1000-£1800 p.a. with membership of F.S.S.U. and 
children’s allowance scheme; initial salary according to 
qualifications and experience. The successful candidate will 
be expected to take up his duties as séon as possible. 

Applications should be sent, not later than 7th August, 1956, 
to the Registrar, the U niversity, Manchester, 13, from whom 
further particulars and forms of application may be obtained. 
Overseas applicants should send letters of application giving 
details of qualifications and experience, and should submit 
the names of at least 3 persons to whom reference may be made. 


Hospital Services : Senior Appointments 
LAMBETH HOSPITAL, Brook-drive, 8.E.11. Locum 
RADIOLOGIST (Senior Hospital Medical Officer) required 
full- or part-time 16th July for 2 weeks. 

Apply Secretary (RELiance 3821). 

CROYDON. GENERAL HUSPITAL. (200 Beds.) Locum 
Tenens CONSULTANT SURGEON (full-time) required for 
period 9th—29th August, both dates inclusive. 

Applications in writing to Group Secretary, Hospital Manage- 
ment Committee, General Hospital, London-road, Croydon. 
CROYDON. MAYDAY HOSPITAL. (611 Beds.) Locum 
Tenens CONSULTANT SURGEON (full-time) required for the 
period 20th August-9th September, both dates inclusive. 

Applications in writing to Group Secretary, Hospital Manage- 
ment Committee, General Hospital, London-road, Croydon. 
EAST ANGLIAN REGIONAL HOSPITAL BOARD. 
ASSISTANT CHEST PHYSICIAN (whole-time), Peterborough 
and Huntingdon Chest Clinic Areas. The Consultant Chest 
Physician in each area has charge of beds for tuberculosis and 
other chest diseases and in addition to work in the chest clinics 
the successful candidate’s duties will include work in the hospital 
unit (46 Beds) for chest diseases in the Peterborough area. 
Higher qualification and experience in chest diseases and tuber- 
culosis necessary. Salary scale £1500-£1950. 

Applications (8 copies), stating age, experience, and the names 

of 3 referees, to the Board’s Senior Administrative Medical 
Officer, 117, Chesterton-road, Cambridge, by 23rd July, 1956. 
Candidates invited to visit clinics by direct arrangement with 
Hospital Management Committee Secretary, Memorial Hospital, 
Peterborough. 
LIVERPOOL REGIONAL HOSPITAL BOARD. Warring- 
TON GROUP. Applications are invited for the post of CON- 
SULTANT P ATHOL OGIST, whole-time or on maximum part- 
time sessions, to take charge of the Pathological Services in the 
above Group. Applicants should possess a higher qualification, 
and should have had at least 5 years experience in clinical patho- 
logy including at least 3 years in hospital pathology. 

Forms of application from and to be returned to Dr. T. L loyd 
Hughes, Senior Administrative Medical Officer, L iverpool 
Regional Hospital Board, 19, James-street, Liverpool, 2, to be 
received not later than 28th July, 1956. 

VINCENT COLLINGE, Secretary to the Board. 
MEDWAY AND GRAVESEND HOSPITAL MANAGE- 
MENT COMMITTEE. Locum Tenens CONSULTANT RADIO- 
LOGIST required 12th August—8th September, 1956. 7 sessions 
per week, salary according to grading. 

Applications, with full details, to Group Secretary, 20, 
hill, Rochester, Kent. 
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LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
LIVERPOOL REGIONAL HOSPITAL BOARD. THE UNIVERSITY OF 
LIVERPOOL. Applications are invited for a joint appointment as 
CONSULTANT PSYCHIATRIST (child psychiatry) (for 7 
notional half-days) to The United Liverpool Hospitals and the 
Liverr ool Regional Hospital Board, and LECTURER in Child 
Psychiatry in the Department of Studies in Psychological 
Medicine of the University of Liverpool. The appointment is 
for 3 notional half-days a week for duty in The United Liverpool 
Hospitals, in the first instance as Consultant in charge of the 
Department of Psychiatry in the Royal Liverpool Children’s 
Hospital, and for 4 notional half-days a week for duty with the 
Liverpool Regional Hospital Board, in the first instance at Alder 
Hey Children’s Hospital. In the University Department duties 
will be in connection with the undergraduate and postgraduate 
courses in psychological medicine and the person appointed will 
be remunerated for these by the University at the rate of £200 
p.a. Candidates must possess a registrable qualification, and the 
. of a University of the British Commonwealth or M.R.C.P. 
(London, Edinburgh or Lreland), and a special qualification in 
psychiatry. 

Applications, giving full particulars of age, qualifications and 
details of present and previous appointments, together with the 
names of 3 persons to whom reference may be made, should reach 
the Secretary (from whom further particulars may be obtained), 
The United Liverpool Hospitals, 80, Rodney-street, Liverpool, 1 
by 2ist July, 1956. 

MANCHESTER REGIONAL HOSPITAL BOARD. 

(a) Whole-time or maximum Part-time Additional 
SULTANT ANASTHETIST to the Lancaster and Kendal 
Hospital Centre (mainly at Royal Lancaster Infirmary). Wide 
experience and higher qualifications essential ; appointee to 
live in area. 16th July, 1956. 

(b) Additional Part-time (8 half-days weekly) CONSULTANT 
TRAUMATIC AND ORTHOPEDIC SURGEON to the Ashton, 
Hydeand Glossop Hospital Centre (mainly at Ashton-under-Lyne 
General Hospital, near Manchester, 640 Beds). Wide experience 


CON- 


and higher qualifications essential, appointee to live in area. 
24th July, 1956. 

(c) Whole-time RESIDENT ASSISTANT PSYCHIATRIST 
(Senior Hospital Medical Officer), Mary Dendy Hospital, 
Alderley Edge, Cheshire (about 400 Beds for mental defectives), 
with some duties at Cranage Hall -:~ igo amie (about 
500 Beds). Good experience essential. ).P.M. desirable. 
23rd July, 1956. 

Application forms from the Senior Administrative Medical 


Officer to the Board, Cheetwood-road, Manchester, 8, to be 
returned by dates stated. 
NEWCASTLE REGIONAL HOSPITAL BOARD. Locum 
CONSULTANT RADIOLOGIST, whole-time, or maximum 
part-time for period of approximately 3 months. 
Applications, with names and addresses of 2 
Senior Administrative Medical Officer, Newcastle 
Hospital Board, Walker Gate Hospital, Benfield-road, 
upon Tyne, 6, immediately. 


referees, to 
Regional 
Newcastle 


NEWCASTLE REGIONAL HOSPITAL BOARD. South 
SHIELDS HOSPITAL MANAGEMENT COMMITTEE. (Main hospitals : 
General ; Maternity Ingham Infirmary ; South Shields. 


51 obstetric ; 30 gynecological.) CONSULTANT 
OBSTETRICIAN AND GYN-®COLOGIST, whole-time, or 
maximum part-time for a minimum of 9 notional half-days per 
week. The appointee will be 1 of 2 Consultants employed in the 
south Shields Group of hospitals and will also undertake some 
cuties in the Gateshead Hospital Management Committee area. 
Hospital recognised for training for M.R.C.O.G. examination. 
Applications, with names and addresses of 3 referees, to 
Senior Administrative Medical Officer, Walker Gate Hospital, 
Benfield-road, Newcastle upon Tyne, 6, within 28 days. 


NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. 

(1) CONSULTANT E.N.T. SURGEON (2 half-days a week), 
Bedford General Hospital (437 Beds). Successful applicant 
required to live within easy reach of Bedford. 

(Applications be ae 13th August, 1956. 

(2) ASSISTAN' PSYCHIATRIST  (whole-time), Senior 
Hospital Medical Officer grade, Adult Department, Hill End 
Hospital, St. Albans (608 Beds). Facilities also for working in 
neurosis centre. Encouragement given to research and to study 
for higher qualifications. House available or accommodation 
for single candidate. 

Applications before 15th August, 
HLospitals may be visited by direct 

Application forms obtainable from, 
tary, North West Metropolitan Regional 
LLA, Portland-place, W.1 
OXFORD REGIONAL HOSPITAL BOARD. 


rotal Beds 


1956, 

appointment. 

and returnable t« 
Hospital 


,¥ secre- 


Board, 


Assistant 


PSYCHIATRIST (Senior Hospital Medical Officer grade), 
whole-time, to the Pewsey Group of Mental Deficiency hospitals. 
Duties mainly at Bradwell Grove Hospital (320 Beds) and 


Cotshill Hospital (220 Beds Married accommodation available. 
Candidates should hold a Diploma in Psychiatry. 

Applications (10 copies), stating age, qualifications, 
ence, and the names of 3 referees, should reach the 
i3, Banbury-road, Oxford, by 4th August, 1956. 


experi 
secretary, 


SCOTLAND. NORTH-EASTERN REGIONAL HOS- 
PITAL BOARD Applications are invited for a vacancy in the 
whole-time post of ASSISTANT CARDIOLOGIST on the 


staff of the Aberdeen General Hospitals with main duties at the 


Aberdeen Royal Infirmary. Applicants are required to have 
previous experience in Cardiology The salary is within the 
scale £1500-4£1950 rerms and conditions as laid down for 


medical and dental staff under the National Health Service 
(Scotland) Act 
Applications (1 
should be submitted by 
1, Albyn-place Aberdeen 


be obtained 


together with the names of 2 referees, 
14th July, 1956, to the Secretary, 
from whom further particulars may 


2 copies), 


16 





SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointment of Whole- 
time CONSULTANT PSYCHIATRIST at Hawkhead Mental 
Hospital, Glasgow. This appointment is subject to the National 
Health Service (Scotland) superannuation regulations. 

Applications (16 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 
64, West Regent-street, Glasgow, C.2, not later than 30 days 
after the publication of this adverti: 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time ASSISTANT OPHTHALMOLOGIST required with duties 
at Leicester Royal Infirmary and associated clinics. Salary 
scale £1575-£50-—£2025. 

Application forms and further details from Senior Adminis- 
trative Medical Officer, Sheffield Regional Hospital Board, Old 
Fue pecd-sean, Sheffield. Forms to be returned by 4th August, 

956. 

SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 

time ASSISTANT ANAESTHETIST required for hespitals in 

Grimsby and Louth. Salary scale £1575-£50-£2025. 
Application forms and further details from Senior Administra- 





tive Medical Officer, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, 10. Forms to be returned by 4th 
August, 1956. 


SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time SENIOR CASUALTY OFFICER required at the Royal 
Infirmary, Doncaster. Salary within the range of £1575—£2025. 
Tenure for a period not exceeding 4 years. 

Application forms and further details from Senior Administra - 
tive Medical Officer, Sheffield Regional Hospital Board, Old 
ae -road, Sheffield. Forms to be returned by 4th August, 

956 
SOUTHEND. GENERAL HOSPITAL. Locum Pathologist 
(Senior Hospital Medical Officer) required for a period of 2-3 


months pending appointment to the permanent post. Post 
now vacant. 
Applications, stating age, qualifications and experience, 


together with copies of recent testimonials, to be sent to the 
undersigned as soon as possible. J. C. FIELD, Secretary. 
WELSH REGIONAL HOSPITAL BOARD. Whole-time 
Locum Tenens CONSULTANT SURGEON Merthyr 
and Aberdare area, 6th August—3rd September, 1956 

Applications, naming 2 referees, to Senior Administrative 
Medical Officer, Temple of Peace, Cathays Park, Cardiff. 
WELSH REGIONAL HOSPITAL BOARD. Whole-time 
Locum Tenens ORTHOPAEDIC AND TRAUMATIC SURGEON 
(Senior Hospital Medical Officer) required Caerphilly Miners’ 
Hospital, 12th August—8th September, 1956. 

Applications, naming 2 referees, to Senior Administrative 
Medical Officer, Temple of Peace, Cathays Park, Cardiff. 
WELSH REGIONAL HOSPITAL BOARD Require 
whole-time Locum Tenens ASSISTANT PSYC HI ATRIST 
(Senior Hospital Medical Officer) Cefn Coed Hospital, Swansea 
(710 Beds). Available 11Ith August, 1956, for approximately 
4 months. Resident/non-resident. 

Applications, naming 2 referees, to Senior Administrative 
Medical Officer, Temple of Peace, Cathays Park, Cardiff. 


Hospital Services : Junior Appointments 
BATTERSEA GENERAL HOSPITAL, Battersea Park, 
S.W.1L. CASUALTY OFFICER (residence optional), House 
Officer or Senior House Officer grade, according to experience. 
Vac ant 14th July. Not pre-registration. Not recognised for 
F.R.C. 








Apply Hospital enclosing copies of 2 recent 
testimonials. 
BETHLEM ROYAL HOSPITAL AND THE MAUDSLEY 
HOSPITAL. Applications are invited from registered medical 
practitioners for the appointment of SENIOR REGISTRAR 
(first year), commencing on Ist October, 1956, at the above 
Postgraduate Teaching Hospital, with which is associated the 
Institute of Psychiatry (University of London). Candidates 
should have a higher medical qualification, and experience in 
psychiatry is essentia 

Applications, giving details of experience and the names of 
2 referees, should be made within 1 week of the appearance of 
this advertisement. Application forms obtainable from K. J. 
JOHNSON, House Governor and Secretary, Maudsley Hospital, 
Denmark-hill, London, -.E.5. 
BETHLEM ROYAL HOSPITAL AND THE MAUDSLEY 
HOSPITAL. Applications are invited from registered medical 
practitioners for the appointment of REGISTRAR, commencing 
on Ist October, 1956, at the above Postgraduate Teaching 
Hospital, with which is associated the Institute of Psychiatry 
(University of London). Candidates with experience in general 
medicine and neurology or in psychology will receive special 
consideration. 

Applications, 
2 referees, should be 


Secretary, 


giving details of experience and the names of 
made within 1 week of the appearance of 
this advertisement. Application ferms obtainable from K. J. 
JoHNSON, House Governor and Secretary, Maudsley Hospital. 
Denmark-hill, London, 8.E.5 

BETHLEM ROYAL HOSPITAL AND THE MAUDSLEY 
HOSPITAL. Applications are invited from registered medical 
practitioners for the appointment of SENIOR HOUSE 


OFFICER commencing on Ist October, 1956, at the above 
Postgraduate Teaching Hospital, with which is associated th« 
Institute of Psychiatry (University of London). Experience in 


general medicine and nevrology or in the basic sciences is an 


advantage. 
Applications, 
2 referees, should be 


giving details of experience and the names of 
made within | week of the appearance of 
this advertisement. Application forms obtainable from Kk. J. 
JouNSON, House Governor and Secretary, Maudsley Hospital 
Denmark-hill, London, 8.F.5 
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CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
SENIOR HOUSE OFFICER (anesthetics), whole-time, resident, 
for 6 months, renewable. Previous experience in anesthesia 
essential. Post is recognised for D.A. and F.F.A.R.C.S. 

Applications, with copies of 2 > Sinaale or names of 2 
referees, to Medical Director by 14th July. 
CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
RESIDENT HOUSE OFFICER required in Surgical Depart- 
ment. Post vacant 16th August. Pre-registration candidates 
will be considered. 

Applications, with copies of 2 testimonials, to Medical Director 
by 14th July, 1956. 
CONNAUGHT HOSPITAL, Walthamstow, €E.17. (118 
Beds. ) Applications are invited for the post of SECOND 
CASUALTY OFFICER with duties in the Department of 
Orthopedic and Traumatic Surgery (Senior House Officer 
grade), vacant 12th July, 1956. Recognised for F.R.C.S. Salary 
£745 p.a., less £150 p.a. for board, lodging, &c 

Applications, with full details and copies of 2 recent testi- 
monials, should be sent immediately to Secretary, Hospital 
Management Committee, Forest Group, Langthorne-road, E.11. 


ELIZABETH GARRETT ANDERSON HOSPITAL, 
Euston-road, N.W.1. (ROYAL FREE HOSPITAL GROUP.) Applica- 
tions are invited from pre-registration and registered Women 
medical practitioners for the post of OBSTETRIC HOUSE 
SURGEON (recognised for the M.R.C.O.G.). Duties to com- 
mence Ist September, 1956. Appointment for 6 months. Salary 
in accordance with Ministry of Health scale for House Officers. 

Applications, with copies of 3 recent testimonials, to be sent 

to the Secretary, Elizabeth Garrett Anderson Hospital, by 
lith July, 1956. 
FULHAM HOSPITAL, St. Dunstan’s-road, Hammer- 
smith, W.6. FULHAM AND KENSINGTON HOSPITAL MANAGEMENT 
COMMITTEE. SENIOR HOUSE SURGEON to the Orthopedic 
Department. This post is recognised for the F.R.C.S. and 
provides ample opportunity fer general or orthopedic and 
accident experience with postgraduate teaching. Resident post, 
vacant Ist August, 1956. 

Applications by 16th July, 

Hospital Secretary (L.80). 
GERMAN HOSPITAL, London, E.8. Applications for the 
6-month resident appointment from 23rd July of Pre-registration 
HOUSE PHYSICIAN (first or second post) should reach the 
Group Secretary, Hackney Hospital, London, E.9, by 11th July, 
quoting GH/PHP 
GERMAN HOSPITAL, London, E.8. (General—157 Beds.) 
Applications oe invited for the 6-month resident appointment 
now vacant, of Pre- — HOUSE SURGEON, and should 
be sent immediately to Group Secretary, Hackney Hospital, 
London, E.9, quoting GH/PHS. 
GROUP a a hg, MILE END HOSPITAL, Ban- 
croft-road, London, E.1 RESIDENT ASSISTANT PATHO- 
LOGIST (Senior House Officer grade). Post vacant llth 
September, 1956. Previous experience an advantage but not 
essential. Laboratory recognised for Diploma of Pathology 
and is well equipped with excellent training facilities. Post 
tenable for 1 year in first instance. 

Applications, stating age, nationality, qualifications and 

experience, together with names of 2 referees, to the Secretary, 
Stepney Group Hospital Management Committee, Raine- 
street, Wapping, E.1, by 18th July, 1956. 
Q@UY’'S HOSPITAL, S.E.1. Applications are invited for 
the appointment of Locum SENIOR REGISTRAR in the 
Orthopedic Department, for the period 20th August to 30th 
september, 1956, with duties at Guy’s Hospital and at Orpington 
Hospital. 

Applications, giving details of previous expe rience, should be 
lodged at ee with the Superintendent, Guy’s Hospital, London 
Bridge, S.E. 
auyY’s WosFITAG London Brid 
are invited for the post of REGIS R AR (middle grade) in 
Diagnostic Radiology at Guy’s Hospital. The appointment 
will be for 1 year in the first instance, commencing Ist October, 
1956, and applicants should hold a Diploma in Radiology. 


1956, on forms obtainable from the 


e, 8.E.1. Applications 


Forms of application are obtainable from, and should be 
lodged with, the Superintendent, Guy’s Hospital, London 
Bridge, S.E.1, not later than 27th July, 1956. 


Q@UY’S HOSPITAL AND SOUTH EAST METRO- 
POLITAN REGIONAL HOSPITAL BOARD. Applications are invited 
to fill an established vacancy for a SENIOR REGISTRAR in 
Psychological Medicine to the Board of Governors of Guy’s 
Hospital and the South East Metropolitan Regional Hospital 
Board. The successful applicant will be expected to spend a 
minimum of 1 and not more than 2 years in a Regional Board 
Hospital in the Bexley Group, on an exchange basis during a 
4-year tenure of the post. The appointments will be made 
jointly by the bodies concerned and will be held in the first 
instance at Guy’s Hospital. The post, which will be reviewed 
annually, is subject to the terms and conditions of service of 
hospital medical and dental staffs (England and Wales), with 


duties commencing on Ist October, 1956. 

Forms of application are obtainable from, and should be 
lodged with, the Superintendent, Guy’s Hospital, London 
Bridge, S.E.1, not later than 20th July, 1956. 

HACKNEY HOSPITAL, London, €E.9. (General—841 


Applications are invited for the 6-month appointment 
from Ist August of resident Pre-registration HOUSE SURGEON 
(second post), recognised for F.R.C.S., and should reach the 
Secretary at above address, by 20th July, quoting HH’/PHS)2. 
HIGHLANDS GENERAL HOSPITAL, Winchmore Hill, 
London, N.21. HOUSE PHYSICIAN, vacant 2Ist July, 1956. 
Preference given to applicants seeking pre-registration post 
under Medical Act, 1950. 

Applications, with copies of 3 testimonials and 
address of 1 referee, to Hospital Secretary. 


Beds. ) 


name and 





HOSPITAL OF ST. JOHN AND ST. ELIZABETH, 
60, Grove End-road, London, N.W.8. Applications are invited 
for the post of HONORARY DEN {TAL SURGEON 
Applications (28 copies) should be sent to the. undersigned 
on or before 16th August, 1956. Testimonials are not required 
but the names of 3 persons willing to act as referees should be 
furnished. Sister MARY CLARR, Secretary. 


KING’S COLLEGE HOSPITAL, Denmark-hill, 8S.E.5. 
Applications are invited for the post of REGISTRAR to the 
X-ray Diagnostic Department. Candidates should hold or 
intend to work for a Diploma in Radiology. The post is tenable 
from Ist October, 1956, for 1 year in the first instance. 

Applications, stating age, education, qualifications and 
experience, together with the names of 2 referees, should be 
sent to the undersigned by 2ist July, 1956. 

S. W. BaRNEs, House Governor. 
LAMBETH HOSPITAL, Kennington, S.E.11. Appli- 
cations are invited from pre-registration and registered medical 
practitioners for the position of RESIDENT HOUSE SURGEON 
falling vacant on llth August, 1956. The successful candidate 
will be required to carry out a fortnight’s locum duty starting on 
28th July, 1956. 

Applic ation forms from Physic ian-Superintendent. 

LONDON CHEST HOSPITAL. Hospitals for Disenses “of 
THE CHEST. Applications are invited for the post of SURGICAL 
REGISTRAR. The appointment is for 1 year in the first instance 
and is a -resident. Previous experience in thoracic surgery 
essentia 

Applications, stating date of birth, qualifications with dates, 
and previous appointments held, with copies of 3 testimonials, 
should be forwarded at once to the House Governor, London 
Chest Hospital, E.2 
MIDDLESEX HOSPITAL, w.1. Applications invited 
for post of SENIOR REG isT RAR in the Department of 
Physical Medicine and Rheumatism. Candidates must hold a 
higher qualification in medicine. 

Forms of application, obtainable from Deputy Superintendent, 

should be returned, naming 2 referees by 31st July. 
MILE END HOSPITAL, ‘Bancroft-road, London, €.1. 
(484 Beds.) HOUSE SURGEON (pre- or post-registration). 
Post vacant 6th August, 1956. Post recognised by Royal 
College of Surgeons. 

Application forms obtainable from Physician-Superintendent 

to be returned by 20th July, 1956, with copies of not more 
than 3 testimonials. 
NATIONAL TEMPERANCE HOSPITAL, Hampstead- 
road, N.W.1. (158 Beds.) Applications are invited for the post 
of Whole-time REGISTRAR (general medicine), non-resident, 
commencing Ist October, 1956. Hospital may be visited by 
direct appointment. Duties include being available for occasional 
relief for emergency pathology, supervision of junior staff, 
and electrocardiograms. 

Application forms obtainable from, and _ returnable to, 
Secretary to Committee, Paddington Group Hospital Manage- 
ment Committee, Harrow-road, W.9, by 23rd July. 
NATIONAL TEMPERANCE HOSPITAL, Hampstead- 
road, N.W.1. (158 Beds.) Applications are invited for the post 
of Whole-time REGISTRAR (general surgery), non-resident, 
commencing 17th September, 1956. Hospital may be visited 
by direct appointment. 

Application forms obtainable from, and _ returnable to, 
Secretary to Committee, Paddington Group Hospital Manage- 
ment Committee, Harrow-road, W.9, by 23rd July. 


NELSON HOSPITAL, Kingston-road, Merton, 8.W.20. 
RESIDENT ANAESTHETIST (Senior House Officer grade). 
Applications, stating age, experience and qualifications, with 
copies of testimonials and the name of 1 referee, should be sent 
to the Group Secretary, St. Helier Hospital, Carshalton, Surrey. 











QUEEN ELIZABETH HOSPITAL FOR CHILDREN 
MANAGEMENT COMMITTEE, Hackney-road, E.2, Shadwell, E.1, 
and BANSTEAD WOOD, SURREY. HOUSE OFFICER. Appoint- 
ment will be made for 2 consecutive periods of 6 months com- 
mencing Ist September, 1956. First period as House Physician 
and second as House Surgeon and Casualty Officer. 

Application forms may be obtained from the Secretary at 

Hackney-road, and should be returned with copies of not more 
than 3 testimonials on or before 16th July, 1956. 
QUEEN ELIZABETH HOSPITAL FOR CHILDREN 
MANAGEMENT COMMITTEE, Hackney-road, E.2, Shadwell, E.1, 
and BANSTEAD WOOD, SURREY. Applications are invited for the 
appointment of RESIDENT MEDICAL OFFICER (Male or 
Female) graded Senior House Officer, at Shadwell, E.1, to 
become vacant Ist September, 1956. Candidates must have had 
experience in the treatment of sick children. The appointment 
will be for 1 year. 

Application forms may be obtained from the Secretary at 
Hackney-road, and should be returned, with copies of not more 
than 3 testimonials, not later than 16th July, 1956. 


QUEEN ELIZABETH HOSPITAL FOR CHILOREN 
MANAGEMENT COMMITTEE, Hackney-road, E.2, Shadwell, E.1 
and BANSTEAD WOOD, SURREY. Applications are invited for the 
appointment of RESIDENT MEDICAL OFFICER (Male or 
Female), graded Senior House Officer, at Banstead, to become 
vacant Ist September, 1956. Candidates must have had experi- 
ence in the treatment of sick children. The appointment will be 
for 1 year. 

Application forms may be obtained from the Secretary at 
Hackney-road, and shovld be returned, with copies of not more 
than 3 testimonials, not later than 16th July, 1956. 
PRINCESS BEATRICE HOSPITAL, Earls Court, S.W.5. 
Applications are invited from registered medical practitioners 
for the post of HOUSE PHYSICIAN for 6 months (Junior 
Officer grade). Vacancy from 29th July, 1956. 

Applications, stating age, qualifications, 
monials, to the House Governor, 





and with 3 


testi- 
not later than 19th July, 19: 56. 
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PRINCESS BEATRICE HOSPITAL, Earis Court, S.W.5. WOOLWICH GROUP HOSPITAL MANAGEMENT 
Applications are invited from registered medical practitioners | COMMITTEE. SENIOR HOUSE OFFICERS (anesthetics). 
for the post of RESIDENT CASUALTY OFFICER (some 1 at St. Nicholas Hospital, Plumstead, vacant 16th July, and 
anesthetic duties), Senior House Officer grade. 1 at Memorial Hospital, Woolwich, vacant 18th August. Both 

Applications, stating age, qualifications, and with 3 testi- posts recognised for F.F.A.R.C.S. and are for 6 months in the 
monials, to the House Governor, not later than 19th July, 1956. first instance and may = renewed. Possession of D.A. an 


ROYAL FREE HOSPITAL GROUP. Hampstead General 
HOSPITAL AND ELIZABETH GARRETT ANDERSON HOSPITAL. Appli- 
cations are invited for the post of REGISTRAR to the E.N.T. 
Department at the Hampstead General and Elizabeth Garrett 
Anderson Hospital. Applicants should be registered practitioners 
of not more than 10 years standing. 

Application forms may be obtained from the Secretary to the 
Board of Governors, Royal Free Hospital, Gray’s Inn-road, 
W.C.1, to whom they should be returned not later than 27th 
July, 1956. 
ROYAL 
234, Great 


NATIONAL ORTHOPZADIC HOSPITAL, 
Portland-street, London, W.1, and BROCKLEY HILL, 
STANMORE, MIDDLESEX. Applications are invited for the post 
of RESIDENT SENIOR HOUSE OFFICER (3 vacancies) 
for a period of 6 months. 1 to commence duties at Great Port- 
land-street on 23rd September, 1956; 2 to commence duties 
1956, 


at the Country Hospital, Stanmore, on 7th September, 
and 7th October, 1956, respectively. 

Applications to be received by 27th July, 1956. Forms of 
application can be obtained from the House Governor at 
234, Great Portland-street, London, W 
ROYAL NORTHERN HOSPITAL, Holloway, London, 


REGIONAL 
(resident ) 
by arrange- 
Candidates 


NORTH WEST METROPOLITAN 
ANA®STHETIC REGISTRAR 
required at the above Hospital. Commencing date 
ment. Post recognised for D.A. and F.F.A.R.C.S. 
may visit the Hospital by direct appointment. 


(279 Beds.) 
HOSPITAL BOARD. 


N.7. 


Application forms obtainable from, and returnable to, the 
Secretary, Royal Northern Hospital, by 17th July, 1956. 
ST. ANN’S GENERAL HOSPITAL, N.15. (756 Beds.) 


Applications are invited from registered medical practitioners 
for the appointment of RESIDENT HOUSE PHYSICIAN 
(Senior House Officer) for duty in the Infectious~ Diseases 
Unit and other general duties, for a period of 6 months, commenc- 
ing immed ately. 

Application form from speveteey Tottenham Group Hospital 


Management Committee, The Green, Tottenham, N.15. 
ST. CHARLES’ HOSPITAL, Ladbroke-grove, W.10. 
(581 Beds.) Applications are invited for the post of Whole- 


time REGISTRAR in the Thoracic Surgical Unit (non-resident ). 
Experience in general surgery essential and higher surgical 
qualifications an advantage. Hospital may be visited by direct 
appointment. 

Application forms 
Secretary to Committee, 
ment Committee, Harrow-road, W.9, by 23rd July. 

ST. CHARLES’ HOSPITAL, Ladbroke-grove, W.10. 
(581 Beds.) Applications are invited to fill the post of SENIOR 
HOUSE OFFICER (thoracic surgery), resident or non-resident. 

Applications, stating age, qualifications, experience, Xc., 
together with the names and addresses of 2 referees, to be 
forwarded to Hospital Secretary immediately. 
ST. JAMES’ AND WEIR HOSPITALS. 
OFFICER (obstetrics and gynecology). 
August. Recognised for M.R.C.O.G. 

Applications, stating age, qualifications, experience and names 
of 2 referees, to Group Secretary, Wandsworth Hospital Group, 
St. James’ Hospital, Balham, London, 8.W.12, by 18th July. 
ST. JAMES’ HOSPITAL, Balham, London, S.W.12. 
SOUTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
ANA STHETIC REGISTRAR required 23rd September. Post 
recognised for D.A. and F.F.A.R.C.S. 

Application forms, obtainable from Group Secretary, Wands- 

worth Hospital Group, at above address, to be completed and 
returned by 21st July. 
ST. NICHOLAS HOSPITAL, Plumstead, S.E.18. House 
OFFICER (Casualty, Fracture and shan a. Departments), 
vacant 5th August. Recognised for F.R.C.S. 6 months resident 
appointment (not pre-registration). There is also a Senior 
House Officer in Casualty Department. 

Apply to Group Secretary, Memorial Hospital, Woolwich, 

8.E.18. 
ST. MARY’S HOSPITAL, Paddington, W.2. Applications 
are invited for the post of Part-time REGISTRAR to the 
Psychiatric Department (5 notional half-days per week). 
Previous experience in psychiatry is necessary ; preference will 
be given to candidates holding the D.P.M. The appointment 
will be for a first period of 12 months, with effect from 18th 
August, 1956 ; remuneration to be at “ Registrar ” rates. 

Applications, stating nationality, date of birth, permanent 
address, qualifications with dates, details and National Health 
Service gradings of previous and present appointments, together 
with the names and addresses of 3 referees, should reach ALAN 
Powpitrcn, House Governor, not later than 17th July, 1956. 
ST. JOHN'S HOSPITAL, St. John’s Hill, S.W.11. Senior 
HOUSE OFFICER, vacant mid-August. Duties mainly in 
Geriatric Department, with some orthopeedic work. Post offers 
exoellent experience in these 2 fields. Particularly suitable for 
one working for higher qualifications. 

Apply Medical Superintendent, with copies of 2 

monials. 
ST. LEONARD'S HOSPITAL, London, N.1. (General— 
192 Beds.) Applications are invited from registered or pro- 
visionally registered medical practitioners for the post of 
HOUSE PHYSICIAN for 6 months commencing 18th July, 
1956. 

Applications, with 2 recent testimonials, to be sent to the 
Hospital Secretary by 14th July, 1956. Applications may be 
sent in pending the qualifying examination results being known, 
and provided these are available at the date of interview. 


obtainable from, and returnable to, 
Paddington Group Hospital Manage- 


Senior House 
Post vacant Ist 


recent testi- 
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advantage. 

Apply to Group Secretary, Memorial Hospital, Shooters Hill, 

Woolwich, S.E.13. 
WANSTEAD HOSPITAL, Hermon Hill, London, €E.11. 
(191 Beds.) Applications are invited for the post of RESIDENT 
ANAESTHETIST, graded Senior House Officer, vacant 21st 
July, 1956. Salary £745 p.a., less £150 p.a. for board, lodging, 
&c. Recognised for the F.F.A.R.C.S. and D.A. 

Applications, stating age, qualifications and experience 
together with copies of 2 recent testimonials, should be sent 
immediately to the Secretary, Hospital Management Committee, 
Forest Group, Langthorne-road, E.11. 
WANSTEAD HOSPITAL, Hermon Hill, 


E.11. (193 Beds.) 


Applications are invited for the post of OBSTETRIC AND 
GYNACOLOGICAL HOUSE SURGEON, vacant 23rd July, 
1956. The appointment is recognised for the D.Obst.R.C.O.G. 


Applications, with full details and copies of 2 recent testi- 
monials, should be sent immediately to Secretary, Forest Group 
Hospital Management Committee, Langthorne-road, E.11. 


WEST HAM GROUP HOSPITAL MANAGEMENT 
COMMITTEE, Stratford, London, E.15. ANASTHETISTS 
(resident : Senior House Officer grade) for 12 months com- 
mencing as soon as possible. 6 months at Queen Mary’s Hospital 
for the East End and 6 months at E wy Ham Memorial Hospital. 
Combined posts ognised for F.F J 

Applications, with names of 3 Siena. ‘to Group Secretary, 
West Ham Group Hospital Management Committee, Stratford, 
E.15, by 2ist July, 1956. ‘ : 
WEST LONDON HOSPITAL, Hammersmith-road, W.6. 
HOUSE SURGEON (general and orthopedic) required Ist 
August. Pre-registration candidates considered. 

Applications, stating age, qualifications, e »~ rience, copies of 
2 recent testimonials, to Secretary by 16th July. 
ABERDEEN. THE DEESIDE SANATORIA. Applications 
are invited for the post of SENIOR HOUSE OFFICER. The 
Deeside Sanatoria include Tor-na-Dee and Glen O’ Dee, located 
7 and 18 miles from Aberdeen respectively, and the successful 
applicant may be required to work at either Hospital. A thoracic 
unit is located at Tor-na-Dee and a large number of thoracic 
surgery cases are dealt with. The post offers valuable training 
in the selection of cases for major surgery and in their pre- 
operative and post-operative management. The appointment 
is tenable in the first instance for 1 year. 

Applications, together with the names and addresses of 2 
referees, should be sent to the Secretary, Board of Management 
for the Aberdeen Special Hospitals, 6, Queen’s-terrace, Aberdeen, 
as soon as possible. 
ACCRINGTON. 
HOUSE SURGEON required for 9th 
recognised for F.R.C.S. and approved for 
purposes, 

Applications to Secretary, Blackburn and District Hospital 

Management Committee, Hospital Management Committee 
Office, Royal Infirmary, Blackburn, Lancs. 
ASCOT. HEATHERWOOD ORTHOPADIC HOSPITAL. 
(202 Beds.) NORTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. Whole-time SENIOR REGISTRAR in Orthopedics. 
Hospital is a regional centre for long-term and general ortho- 
peedics and acute trauma. Duties will include peripheral 
clinics and assistance in Group accident service. Applications 
invited from Senior Registrars who have completed or are about 
to complete their training and are awaiting Consultant appoint- 
ments. Tenure of post 2 years. Married accommodation may be 
available. Hospital may be visited by direct appointment. 

Application forms obtainable from, and returnable to, Secre- 

tary, Windser Group Hospital Management Committee, Alma- 
road, Windsor, by 16th July. 
ASHFORD HOSPITAL, Ashford, Middiesex. (560 Beds.) 
STAINES GROUP HOSPITAL MANAGEMENT COMMITTEE. Required, 
RESIDENT HOUSE OFFICER (Male) for general medical and 
surgical duties. 6 months appointment, vacant Ist September, 
1956, not suitable for pre-registration candidates. 

Applications, stating age, qualifications and experience, 

with copies of up to 3 recent testimonials, to Medical Director 
of Hospital. 
ASHTON, HYDE — GLOSSOP HOSPITAL MANAGE- 
MENT COMMITTEE plications are invited for the whole- 
time post of REGIST RAR in Chest Diseases in the Ashton, 
Hyde and Glossop Group and Oldham and District Group of 
Hospitals. The post offers wide experience in both outpatient 
clinics and pulmonary hospitals. Residential accommodation 
may be arranged. ‘ 

Applications to the Group Secretary, Ashton, Hyde and 
Glossop Hospital Management Committee, Ashton-under- 
Lyne General Hospital, Ashton-under-Lyne, Lancashire. 


STOKE MANDE- 


VICTORIA HOSPITAL. (114 Beds.) 
August, 1956. Post 
pre-registration 


AYLESBURY, BUCKINGHAMSHIRE. 
VILLE HOSPITAL. (609 Beds.) RESIDENT HOUSE PHYSI- 
CIAN required for the Department of General Medicine. 
Recognised pre-registration post. Applications from registered 
} practitioners will be considered. Post vacant 27th July, 1956. 
| Apply, with copies of 2 testimonials, to the Administrative 
Officer. Last date for applications 14th July, 1956. 
BOLTON AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. RESIDENT ANASTHETIST > (Senior House 
Officer grade). Main duties at Bolton Royal Infirmary and 
Bolton District General Hospital. Tenable for 12 months and 
recognised for the D.A. and F.F.A.R.C.S. 
Applications, stating age, nationality, 
ence, and the names of 2 referees, to Group Secretary, 
| Infirmary, Bolton, 





qualifications, experi- 
The Royal 
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ARLESEY, BEDFORDSHIRE. THREE COUNTIES 
HOSPITAL (MENTAL). (1300 Beds.) NORTH WEST METROPOLITAN 
REGIONAL HOSPITAL BOARD. REGISTRAR in Psychiatry 
(resident or non-resident ) required at above Hospital. All forms 
of treatment carried out and outpatient clinics held at the local 
General Hospitals. Facilities for research work and for attend- 
ance at D.P.M. and other courses in London. Hospital may be 
visited by direct appointment. 


Application forms obtainable from, and returnable to, the 


Acting Medical Superintendent, Three Counties Hospital, 
Arlesey, Beds, by 17th July, 1956. 
BARNSLEY. BECKETT HOSPITAL. Applications are 


invited from registered medical practitioners, either sex, for 
the post of SENIOR HOUSE OFFICER (medicine) now vacant 
at the Beckett Hospital. This is a post offering excellent experi- 
ence in a busy well-equipped hospital, of 209 Beds with a large 
Outpatient Department and usual ancillary services. Salary 
£745 p.a. 
Applications, 
Secretary, Barnsley 
Gawber-road. Barnsley. 


should be sent to the 
Committee, 33, 


giving full particulars, 
Hospital Management 


BARNSTAPLE. NORTH DEVON INFIRMARY. (105 
Beds.) HOUSE SURGEON (pre-registration). Post vacant 
mid-July. 

Applications to Group Secretary, North Devon Hospital 


Management Committee, 19, Alexandra-road, Barnstaple. 


BEVERLEY, YORKSHIRE. WESTWOOD HOSPITAL. 
ASSISTANT’ PA’ THOLOGIST (Senior House Officer grade) 
required in Area Laboratory with attendance at Branch Labora- 
tory, Driffield. Offers experience all branches of pathology. 
lary £745. 

__ Detailed applications to Group Secretary. 

BEVERLEY, YORKSHIRE. WESTWOOD HOSPITAL. 
(229 Beds.) ORTHOPADIC HOUSE SURGEON (first, 
second, or third post). Married accommodation available. 
Offers good opportunity for general experience in busy acute 





general hospital. Approved pre-registration post. Fully 
ae practitioners may apply. Recognised for F.R.C.S. 
acant now. 


Apply to Group Secretary. 

BEDFORD GENERAL HOSPITAL. (437 Beds.) House 
SURGEON required (pre- or post-registration) ; recognised for 
F.R.C.S. The appointment offers exceptional opportunities for 
general experience in busy acute surgical units. 

Applications, stating age, experience, nationality, copies of 

2 recent testimonials, to Group Secretary, 3, Kimbolton-road, 
Bedford. 
BEDFORD GENERAL HOSPITAL, Bedford. (439 Beds.) 
NORTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. RESI- 
DENT MEDICAL REGISTRAR, vacant Ist October ; appoint- 
ment for 1 year, renewable for second year. Hospital may be 
visited by writing to Senior Physician. 

Application forms obtainable from, and returnable to, Group 

Secretary, Bedford Group Hospital Management Committee, 
3, Kimbolton- road, Bedford. 
BINGLEY, KEIGHLEY, SKIPTON AND SETTLE HOS- 
PITAL MANAGEMENT COMMITTEE. SENIOR HOUSE OFFIC ER 
(either sex) required for duty at the following hospitals in 
Skipton, Yorkshire (West Riding) : 

Skipton General Hospital (Acute- —64 Beds). 

— Hospital (Long Stay—143 Beds, Acute medical 

a e 

Cawder Ghyll Maternity Hospital (16 Beds). 

Salary £745 p.a., less statutory deductions and £150 if resident. 
Accommodation for single person available at Skipton Genera] 
Hospital. 

Applications, with full particulars as to age, nationality, 

qualifications and experience, &c., and copies of testimonials, to 
be sent to Group Secretary, Hospital Management Committee, 
17, St. John’s Hospital, Keighley. 
BIRMINGHAM ACCIDENT HOSPITAL. (21 8s.) 
BIRMINGHAM REGIONAL HOSPITAL BOARD. SURGIC AL REGIS. 
TRAR (resident), special experience available in treatment of 
shock, infection and principles of plastic surgery in connection 
with Medical Research Council Burns Unit. Previous experience 
not essential. F.R.C.S. advantage. 

Application forms from Group Secretary, 

Management Committee, Oak Tree-lane, Birmingham, 
be returned before 23rd July, 1956. 
BIRMINGHAM AND MWIIDLAND EAR AND THROAT 
HOSPITAL, Edmund-street, BIRMINGHAM, 3. SENIOR HOUSE 
OFFICER or HOUSE OFFICER (including pre-registration ) 
required. 

Apply to Group Secretary, 
ham, 13. . 
BIRMINGHAM, 18. DUDLEY ROAD HOSPITAL. (780 
Beds.) HOUSE SURGEON required (recognised for pre- 
registration and F.R.C.S.), Unit of approximately 85 adult and 
children’ - general surgical beds under the control of 2 Consultant 


Selly Oak Hospital 
29, to 


Dudley Road Hospital, Birming- 


urgeon. 

Detailed applications, with copies of 3 recent testimonials, to 

Group Secretary. 
BIRMINGHAM. GROUP 25 SELLY OAK HOSPITAL 
MANAGEMENT COMMITTEE. SENIOR HOUSE OFFICER in 
Pathology, resident. Duties in emergency clinical pathology. 
Training in general pathology. Previous laboratory experience 
not necessary. Residential charge £167 p.a. 

Details from Pathologist, Se lly Oak Hospital, Birmingham, 29. 
BIRMINGHAM, 15. ROYAL ORTHOPADIC HOS- 
PITAL. Recognised by Royal College of Surgeons. 336 Beds for 
long and short-term orthopedic cases (non-traumatic) and 
extensive outpatient services. SENIOR HOUSE OFFICER. 


Registered medical practitioner preferably with orthopedic 
experience. Residential charge £190 p.a. 

Applications, with testimonials or names of referees, to 
Administrator. 





REGIONAL HOSPITAL BOARD. 


BIRMINGHAM 
(1) Highcroft og Group, 
Birmingham, 
REGISTR AR camunintey). All modern forms of treatment. 
Opportunities for outpatients clinic work. Resident/non-resident. 
(2) Robert Jones and Agnes Hunt Orthopedic Hos- 
pital, Oswestry 
REGISTRAR (orthopeedics) (430 Beds), resident/non-resident. 
Experience specialty and higher surgical qualification desirable. 
Part of appointment at 1 of associated orthopeedic units. 
(3) Shrewsbury Group, Royal Salop' Infirmary, 
Shrewsbury 
REGISTRAR (anesthetics), resident/non-resident. Recog- 
nised for D.A. and F.F.A.R.C.S. Duties mainly in Shrewsbury 
Group and Robert Jones and Agnes Hunt Orthopedic Hospital. 
(4) Stoke-on-Trent Group, Princes-road, Stoke-on- 


Tren 
REGISTRAR 
torium (305 Beds). 


Highcroft Hall Hospital, 


(chest diseases) for Cheshire Joint Sana- 
Experience in general medicine required. 


(5) West Bromwich Group, Edward-street, West 
Bromwich . 
REGISTRAR (general medicine) at Hallam Hospital (454 


Beds), resident. Experience specialty essential. High qualifica- 
tion desirable. 

Application forms from Group Secretaries, 
before 16th July, 1956. 

BIRMINGHAM REGIONAL HOSPITAL BOARD. 

(1) Whole-time SENIOR REGISTRAR in Ophthalmology at 
the Eye, Ear and Throat Hospital, Shrewsbury (67 Beds). 
Duties also at other hospitals in group. Higher qualification 
essential. Successful candidate may subsequently be required 
to spend not more than 2 years in a selected hospital of the 
United Birmingham Hospitals under the interchange scheme for 
Senior Registrars agreed between the 2 Boards. 

(2) Whole-time SENIOR REGIST RAR in General Surgery 
at the Wolverhampton Group of hospitals. Based on The 
Royal Hospital, Wolverhampton (113 surgical beds),;-with some 
duties at other group hospitals. Higher qualification essential. 
Resident. Successful candidate will be required to spend first 
year of appointment at the Queen Elizabeth Hospital under the 
scheme for interchange of Senior Registrars with the United 
Birmingham Hospitals. 

(3) SENIOR REGISTRAR 


to be returned 


in Psychiatry at the Shelton 
Hospital, Shrewsbury (972 Beds). Wide experience specialt 
and higher qualification required. Resident. Successful candi- 
date may subsequently be required to spend not more than 2 

ears in a selected hospital of the United Birmingham Hospitals 
. accordance with arrangements for the interchange of Senior 
Registrars agreed by the Board. 

Application forms from Secretary, Regional Hospital Board, 
10, Augustus-road, Birmingham, 15, to be returned before 
23rd July, 1956. ESE ee RI et Otel 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. Applications are invited for the appointment of a 
SURGICAL REGISTRAR (Senior Registrar grade) in the 
Professorial Unit at the Queen Elizabeth Hospital. The appoint- 
ment will be for 1 year in the first instance and subject to annual 
review. The successful candidate may subsequently be required 
to spend not more than 2 years in a sélected hospital of the 
Birmingham Regional Hospital Board in accordance with an 
arrangement for the interchange of Registrars agreed between 
the 2 Boards. Candidates must be registered medical practi- 
tioners and should possess the F.R.C.S. 

Forms of application from the Sec retary, United Birmingham 
Hospitals, Queen Elizat eth Hospital, Birmingham, 15, to be 
returned by 21st July, 1956 iv 
BLACKPOOL. VICTORIA HOSPITAL. (348 Beds.) 
HOUSE OFFICER (surgical). Surgical pre-registration post 
available Ist August at this modern well-equipped hospital with 
excellent facilities for gaining experience (92 general surgical 
beds). Post recognised for F.R.C.S8. 

Applications, stating age, qualifications, experience together 
with the names and addresses of 2 referees, should be sent to the 
Hospital Secretary. EAT SIE Se 
BOURNEMOUTH. ROYAL VICTORIA HOSPITAL. 
(494 Beds.) BOURNEMOUTH AND EAST DORSET HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited for the appointment, 
vacant mid-July, of SENIOR HOUSE OFFICER (resident), 
orthopeedic and casualty combined. The post is recognised for 
the F.R.C.S. examination and is normally tenable for 12 months. 

__ Applications to the Hospital Secretary. 

BRISTOL. THE BOARD OF GOVERNORS OF THE 
UNITED BRISTOL HOSPITALS AND THE SOUTH-WESTERN REGIONAL 
HOSPITAL BOARD. Applications are invited by the above Boards 





for the joint appointment of SENIOR REGISTRAR in 
Psychiatry to the Plymouth Clinical Area based on Moorhaven 
Hospital, Ivybridge, South Devon. The appointment will be 


held for 1 year in the first instance but may be renewed there- 
after on an annual basis. A flat is available suitable for a married 
man. A comprehe nsive mental health service is in operation, 
and experience can be gained in all branches of inpatient and 
outpatient work (including neurology, me ntal deficiency and 
child guidance). The outpatient service is based on the South 
Devon and East Cornwall Hospital, Plymouth, and the Plymouth 
Child Guidance Clinic. The 1955 Annual Report which gives 
full particulars of the service can be obtained from the 
Physician-Superintendent, Moorhaven Hospital. 

Applications, stating date of birth, qualifications and experi- 
ence, together with the names and addresses of 2 referees, should 
= sent to the Secretary of the Regional ‘Hospital Board, 

, Tyndalls Park-road, Bristol, 8, not later than 17th July, 1956. 


BRIGHTON. ROYAL SUSSEX COUNTY HOSPITAL. 
(312 Beds.) CASUALTY HOUSE SURGEON (1 of 3). Duties 
include work in Orthopedic and Traumatic Unit. Vacant 31st 
July. Recognised for pre-registration and F.R.C.S. 

Applications, stating usual particulars and naming 2 referees, 
to the Administrative Officer, Royal Sussex County Hospital, 
Brighton, 7. 
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BRIGHTON GENERAL HOSPITAL. Casualty/Medical 
OFFICER (for casualty and general duties), House Officer grade. 

Applications, stating age, qualifications, and experience, 
together with copies of recent testimonials, should be sent to the 
Physician-Superintendent, Brighton General Hospital, Elm- 
grove, Brighton, as soon as possible. 
BURTON UPON TRENT GENERAL 
JUNIOR HOSPITAL MEDICAL OFFICER (orthopedic) 
required at the above Hospital as from Ist August, 1956. 
Duties include supervision of Casualty House Officer. 

Applications to Group Secretary. 

CAMBRIDGE. THE UNITED CAMBRIDGE HOS- 
PITALS. ADDENBROOKE’S HOSPITAL, CAMBRIDGE. SENIOR 
HOUSE OFFICER in Radiotherapy for 1 year from mid- 
September. Previous experience an advantage. 

Apply, with full particulars and copies of 3 testimonials, to 

Secretary, by 21st July. 
CARDIFF. GLAN ELY HOSPITAL, Fairwater, Cardiff. 
(240 Beds.) SENIOR HOUSE OFFICER (resident) required 
at above Hospital for treatment of pulmonary (Thoracic Unit) 
and all forms of non-pulmonary tuberculosis. 

Form of application from Group Secretary, Cardiff Hospital 
Management Committee, 44, Cathedral-road, Cardiff. 
CARDIFF HOSPITAL MANAGEMENT COMMITTEE. 
SENIOR HOUSE OFFICER in Obstetrics and Gynecology 
required Ist August, 1956. Appointment recognised for 
M.R.C.O.G, 

Further particulars and form of 
Secretary, 44, Cathedral-road, Cardiff. 
CARDIFF. ROYAL HAMADRYAD GENERAL AND 
SEAMEN’S HOSPITAL. RESIDENT SENIOR HOUSE OFFICER 
(surgical) required at above Hospital. Post covers 44 Beds 
genito-urinary, general surgery, and outpatients. Department 
under care of Consultants from United Cardiff Hospitals. 

Form of application from Group Secretary, Cardiff Hospital 
Management Committee. 44. Cathedral-road. Cardiff. 
CARDIFF. THE UNITED CARDIFF HOSPITALS. 
SENIOR HOUSE OFFICER in Orthopedics required at the 
Cardiff Royal Infirmary, to commence duty as soon as possible. 
Non-resident post. 

Forms of application may be obtained from the Secretary 
to the Board, Cardiff Royal Infirmary, Cardiff, and should be 
returned within 14 days of the appearance of this advertisement. 
CARSHALTON, SURREY. ST. HELIER HOSPITAL. 
HOUSE SURGEON (pre-registration post). General surgery 
with duties in genito-vrinary. Vacant mid-August. 

Applications, giving age, qualifications, &c.. with copies of 
recent testimonials and the names of referees, should be sent 
to the Secretary at above address. 

CHELMSFORD HOSPITALS. Applications are invited 
for the post of RESIDENT ANASSTHETIST (Senior House 
Officer) to large surgical units, for a period of 12 months. 

Applications, stating age, qualifications and experience, with 
recent testimonials, should be sent to the Secretary, Chelmsford 
Hospital Management Committee, London-road, Chelmsford. 


CHERTSEY, SURREY. ST. PETER’S HOSPITAL (late 
Botley’s Park War Hospital). (430 Beds.) SENIOR HOUSE 
OFFICER to the Genito-Urinary Surgeon required from 2nd 
August, 1956, Post recognised for F.R.C.S. Salary in accordance 
with terms and conditions of National Health Service. 

Applications, with names and addresses of 2 referees, to be 

sent to the Physician-Superintendent, St. Peter’s Hospital, 
Chertsey, immediately. 
CHICHESTER GROUP HOSPITAL MANAGEMENT 
COMMITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. RADIOLOGY REGISTRAR. Applications are invited 
for this appointment in Registrar grade (National Health 
Service conditions, &c.), £850 p.a. first year and £965 second 
year. Duties at Royal West Sussex, St. Richards and Grayling- 
well (Mental) Hospitals, Chichester, and Bognor War Memorial 
Hospital (General Practitioners have direct reference to 2 of 
these). The hospitals may be visited by appointment with the 
Consultant Rac \ologist. 

Forms of application from Group Secretary, 174, Broyle-road, 
Chichester, Sussex, to be returned by 3ist July. Canvassing 
disqualifies. 

COLCHESTER GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for : 
Biack Notley Hospital, Braintree (516 Beds) 

HOUSE SURGEON AND HOUSE PHYSICIAN, The 
successful applicant will serve 6 months as House Surgeon 
followed by 6 months as House Physician. First, second, third, 
or pre-registration posts. Surgical post includes duties in general 
surgical and gynecological wards. Recognised for F.R.C.S. 
Medical post includes duties in medical and peediatric wards. 

Essex County Hospital, Colchester (188 beds) 

HOUSE PHYSICIAN (first, second, third, or pre-registration 
post), tenable for 6 months. 

HOUSE OFFICER (surgical), first, second, 
registration post, tenable for 6 months. 

Applications, with copies of 3 testimonials, to Group Secretary, 
Colchester Hospital Management Committee, 14, Pope’s-lane, 
Colchester, Essex. 

CROYDON. MAYDAY HOSPITAL. (611 Beds.) 
Tenens ORTHOPAEDIC REGISTRAR required at 
Hospital for period Ist—23rd August, 1956, inclusive. 

Applications in writing to Group Secretary, Management 
Committee, General Hospital, London-road, Croydon. 
CROYDON GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Locum Tenens REGISTRAR (obstetrics and gyneco- 
logy ) for period 3rd—16th September for duties mainly at Mayday 
Hospital (80 obstetric and 47 gynecological beds) and St. Mary’s 
Maternity Hospital (33 obstetric beds). 

Full particulars, giving qualifications and 
Group Secretary, Hospital Management 
Hospital, Croydon. 


HOSPITAL. 


application from Group 


third, or pre- 


Locum 


Mayday 


experience, to 
Committee, General 


ov 





DERBY. DERBYSHIRE ROYAL INFIRMARY. House 
SURGEON (pre-registration) or SENIOR HOUSE OFFICER 
(general surgery). vacant immediately. 

Apply. stating full details with copies of 2 recent testimonials, 
to Secretary. 

DERBY. DERBYSHIRE ROYAL INFIRMARY. 
PHYSICIAN (pre-registration). vacant 23rd July, 1956. 

Apply, with copies of 2 recent testimonials, to Secretary. 
DEWSBURY, YORKSHIRE. THE GENERAL HOS- 
PITAL. (128 Beds.) A vacancy occurs on Ist August, 1956, for 
the pre-registration post of HOUSE OFFICER (medicine and 
pediatrics ). 

Applications, stating full details and names of 3 referees, should 
be sent to the Administrative Officer at the Hospital. 

EAST ANGLIAN REGIONAL HOSPITAL BOARD. 

(1) SURGICAL REGISTRAR, Great Yarmouth and 
Gorleston Hospital (Norfolk and Norwich Group). Post recog- 
nised for F.R.C.S. Appointment for 1 year, renewable for second 
year. Candidates invited to visit Hospital by direct arrangement 
with the Hospital Secretary. 

(2) REGISTRAR in Chest Diseases, Ipswich Hospital Group. 
Main duties at Nayland Hospital, near Colchester (124 Beds for 
tuberculosis and other pulmonary diseases ), and Foxhall Hospital, 
Ipswich (102 Beds for chest diseases), where there is a Thoracic 
Surgical Unit. Other duties at Ipswich Chest Clinic. Furnished 
married quarters available. Good experience and facilities for 
doctor with special interest in chest diseases and reading for 
higher qualification. Appointment for 1 year, renewable for 
second year. Candidates invited to visit hospitals by direct 
arrangement with Physician-Superintendent, Foxhall Hospital. 

Applications, stating age, experience and the names of 3 

referees, to the Board’s Senior Administrative Medical Officer, 
117, Chesterton-road, Cambridge, by 23rd July, 1956. 
EAST ANGLIAN REGIONAL HOSPITAL BOARD. 
REGISTRAR in Psychiatry, East Suffolk Mental Hospitals. 
St. Clement’s Haspital, Ipswich (450 Beds) and St. Audry’s 
Hospital, Melton, near Woodbridge (1100 Beds) and associated 
general hospital outpatient clinics. There is a very active 
Outpatient Department and Electro-encephalographic Depart- 
ment at St. Clement’s Hospital. Both hospitals are recognised 
for the D.P.M. 

Applications, stating age, experience and the names of 3 
referees, to Board’s Senior Administrative Medical Officer, 117, 
Chesterton-road, Cambridge, by 16th July, 1956. Candidates 
are invited to visit the Hospitals by direct arrangement with 
Medical Superintendent, St. Audry’s Hospital. 

EAST CUMBERLAND HOSPITAL MANAGEMENT 

COMMITTEE. Applications are invited for the following appoint- 

ments for the 6-month period commencing Ist August, 1956 : 
Cumberland Infirmary, Carlisle (336 Beds) 

1 HOUSE OFFICER, general medicine. 

2 HOUSE OFFICERS, general surgery 
F.R.C.S. examination ). 

1 HOUSE OFFICER, gynecology and obstetrics. 

City Maternity (65 Beds) and City General (188 Beds) 
Hospitals, arlisle 

1 HOUSE OFFICER, obstetrics and gynecology (recognised 
for the D.Obst.R.C.0.G. examination). 

All the above posts are recognised for pre-registration purposes. 

Applications are also invited for the appointment of SENIOR 
HOUSE OFFICER, general medicine, for a period of 1 year, 
at the Cumberland Infirmary, Carlisle. 

Applications, stating age, giving details of education, training 
and experience, together with the names of 2 referees, should be 
sent to the Group Secretary, Cumberland Infirmary, Carlisle. 
GUILDFORD. ROYAL SURREY COUNTY HOSPITAL. 
(233 Beds.) SENIOR HOUSE OFFICER for ophthalmology 
and neurology. Resident accommodation available. The post 
is tenable for 6 months and renewable. Whitley Council terms. 
Recognised for both F.R.C.S. and D.O. examinations. 

Apply as soon as possible, with copies of 3 testimonials, to 
the Hospital Secretary. 

GUILDFORD. ROYAL SURREY COUNTY HOSPITAL. 
233 Beds.) SENIOR HOUSE OFFICER required for E.N.T. 
Department. Post is recognised for the D.L.O. examination. 

Applications, with copies of 3 testimonials, should be sent as 

soon as possible to the Hospital Secretary. 
HERTFORD COUNTY HOSPITAL. (171 Beds. Hospital 
situated 21 miles from London.) Applications are invited for the 
appointment of HOUSE SURGEON (general) (first, second, or 
third post). To commence 18th July, 1956. Pre-registration 
post ; recognised under F.R.C.S. regulations. 

Applications to Group Secretary, Hertford Group Hospital 
| ~ renee Committee, Hertford County Hospital, Hertford, 

erts. * 

HERTFORD COUNTY HOSPITAL. (171 Beds. Hospital 
situated 21 miles from London.) Applications are invited for 
appointment of HOUSE SURGEON—eeneral, gynecology and 
obstetrics (first or second post). Recognised under F.R.C.S. 
regulations, pre-registration post. Duties to commence 
immediately. 

Applications to Group Secretary, Hertford Hospital Manage- 
ment Committee, County Hospital, Hertford, Herts. 


House 


(recognised for 


HOLT, NORFOLK. KELLING HOSPITAL AND 
DEPARTMENT OF THORACIC SURGERY. Applications are invited 
for the following posts. 

(1) Locum JUNIOR HOSPITAL MEDICAL OFFICER 


(minimum of 4 months). 

(2) SENIOR HOUSE OFFICER. 

This Hospital (180 Beds) deals with tuberculous and non- 
tuberculous chest conditions and offers excellent experience 
in chest medicine and thoracic surgery. 

Applications, stating age, sex, qualifications, nationality 
and experience, together with names of 2 referees, to the Group 
Secretary, Cromer Area Hospital Management Committee, 
Cliff Avenue, Cromer, Norfolk, who will be pleased to supply 
any other information concerning the appointments. 
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HALIFAX. NORTHOWRAM HALL HOSPITAL. (108 
Beds.) SENIOR HOUSE OFFICER in Chest Diseases required. 
Duties include attendance at busy Chest Clinic at the Royal 
Halifax Infirmary and non-tuberculous chest ward work. This 
post offers excellent facilities for the study of chest diseases. 
Salary £745 p.a. with deduction of £130 p.a. for board, 
residence, &c. 

Applications to be forwarded to the Group Secretary, Royal 
Halifax Infirmary, Halifax 
HASTINGS. ST. HELEN'S HOSPITAL. (493 Beds.) 
HOUSE PHYSICIAN (resident) for pediatrics and general 
medicine. Post-registration post vacant 25th July, 1956. 

Apply to Hospital Administrator by 12th July 
HEMEL HEMPSTEAD, HERTFORDSHIRE. wesT 
HERTS HOSPITAL. HOU SE SURGEON (pre-registration) 
required. Post vacant 21st July, 1956. 

Applications, giving full details and 2 names for reference, 
should be sent to the Hospital Secretary as soon as possible. 
HILLINGDON HOSPITAL, near Uxbridge, Middlesex. 
(General—621 Beds.) REGISTRAR for Otorhinolaryngology 
Department. Ample epecevens?, for practical operative experi- 
ence. Post recognised for D.L.O. and for F.R.C.S. England. 
Hospital may be visited by direct appointment. 

Application forms obtainable from, and returnable to, Group 
Secretary, Uxbridge Group Hospital Management Committee, 
The Furze, Pield Heath-road, Uxbridge, Middlesex, by 17th July. 
HITCHIN, HERTFORDSHIRE. LISTER HOSPITAL. 
RESIDENT HOUSE PHYSICIAN required 2nd August, 1956. 
Recognised as pre-registration post. 

Applications, stating age, nationality, qualifications and 
experience, together with copies of 3 recent testimonials, to be 
sent to the Medical Administrator as soon as possible. 

Lan sige HOSPITALS, Hitchin, Hertfordshire. North 
EST METROPOLITAN REGIONAL HOSPITAL BOARD. SURGICAL 
REGISTRAR required ist September 1956, at the above 
Hospitals for 1 year in the first instance. The post provides 
valuable all-round surgical experience and is recognised for 
F.R.C.S. The Hospitals may be visited by direct appointment. 
Application forms obtainable from the Secretary, Luton and 
Hitchin Group Hospital Management Committee, St. Mary’s 
Hospital, Luton, Beds, and returnable by 17th July, 1956. 
HITCHIN HOSPITALS, Hitchin, Hertfordshire. Resident 
CASUALTY OFFICER (House Surgeon or Senior House 
Officer according to experience) for duty with the Accident 
Service and as Orthopedic House Surgeon required for 6 months 


in the _firet instance from Ist August, 1956. Recognised for 
F.R.C. 
Agelieetiann, stating age, nationality, qualifications and 


experience, together with copies of 3 recent testimonials, to be 
sent immediately to the Medical Administrator, Lister Hospital, 
Hitchin. 
HUDDERSFIELD STORTHES HALL HOS- 
PITAL, KIRKBURTON, near HUDDERSFIELD. Applications are 
invited for the post of JUNIOR HOSPITAL MEDICAL 
OFFICER (full-time or locum tenens). Resident accommodation 
or small flat available. The post offers facilities for studying 
for the D.P.M. 

Apply immediately to the Medical Superintendent. 
HUDDERSFIELD ROYAL INFIRMARY. (312 Beds.) 
HOUSE SURGEON required to commence duties immedi- 
ately. The post is recognised as a pre-registration appointment 
and for the F.R.C.S. Salary in accordance with national scale. 

Applications, together with copies of 3 recent testimonials, 
to be addressed to the undersigned as soon as possible. 

. J. JOHNSON, Secretary, 
Huddersfield Hospital Management Committee. 

The Royal Infirmary, Huddersfield. 

HUDDERSFIELD ROYAL INFIRMARY. (285 Beds.) 
Applications are invited for the post of CASUALTY OFFICER. 
The post, which is resident, is graded Junior Hospital Medical 
Officer and is recognised under the Fellowship regulations. Duties 
terminate at 7 P.M. daily with 1 night weekly on call. 

Applications for the appointment, which will be vacant on 
Ist September, 1956, should be accompanied by copies of 3 
recent testimonials and addressed to— 

H. J. JonXson, Group Secretary. 

The Royal Infirmary, Huddersfield. 
HUDDERSFIELD ROYAL INFIRMARY. 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE. Applica- 
tions are invited from provisionally registered or registered 
medical practitioners for the post of HOUSE PHYSICIAN, 
to commence duties on 21st August, 1956. Salary in accordance 
with national scale. 

Applications, together with copies of 3 recent testimonials, 
to be addressed to the undersigned as soon as possible. 

H. J. JOHNSON, Secretary to the Management Committee. 

The Roy al Infirmary, Huddersfield. 

HULL. KINGSTON GENERAL HOSPITAL. 


(near). 


(312 Beds.) 


(419 Beds.) 
SENIOR 


HULL A GROUP HOSPITAL MANAGEMENT COMMITTEE. 
HOUSE SURGEON (recognised for the F.R.C.S. examina- 
tions). There are 69 general surgical beds and some supervision 


is required of 17 gynecological beds. Salary £745, less emolu- 


ments. Post vacant early August. _ 
Applications, with 2 recent testimonials, to the Hospital 
secretary. 


HULL. KINGSTON GENERAL HOSPITAL. (419 Beds.) 


HULL A GROUP HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
PHYSICIAN (pre-registration post), resident, and tenable 
for 6 months. Vacant Ist August. 

Applications, with 2 recent testimonials, to the Hospital 


Secretary. 
HUNTINGDON COUNTY HOSPITAL. Applications are 
invited for the post of HOUSE OFFICER (surgical), now 


vacant. Post recognised for pre-registration purposes. 
Apply, with full particulars and names of 2 referees, to 
Secretary, County Hospital, Huntingdon. 





IPSWICH AND EAST SUFFOLK HOSPITAL. Heath 
ROAD WING. (274 Beds.) Applications are invited for the post 
of SENIOR HOUSE OFFICER (medical). The post, which is 
normally of 1 years duration, offers opportunity of study for 
higher examinations. 

Applications, stating age, nationality, experience, &c., 
together with 3 recent testimonials, to the Hospital Secretary. 
IPSWICH AND a, SUFFOLK HOSPITAL, Anglesea 
ROAD WING, (356 Beds.) Applications are invited for the post of 
SENIOR HOUSE OFFICER (iesident Anesthetist). The post, 
which becomes vacant on 20th August, 1956, and is normally of 
1 years duration, is recognised for the D.A. and the F.F.A.R.C.S, 
examinations, 

Applications, stating age and nationality, together with recent 

testimonials, to Hospital Secretary. 
IPSWICH AND EAST SUFFOLK HOSPITAL. Anglesea 
ROAD WING. (356 Beds.) Applications are invited for the post of 
HOUSE SURGEON to the Fracture and Orthopedic Depart- 
ment. Approved pre- registration post. 

Applications, with copies of recent testimonials, to the Hospital 

Secretary. 
TPSWICH AND EAST SUFFOLK HOSPITAL. Anglesea 
ROAD WING. (356 Beds.) Applications are invited for the post 
of SENIOR HOUSE SURGEON to the Fracture and Ortho- 
peedic Department. The post is graded Senior House Officer 
and is recognised for the F.R.C.S. examinations. The Depart- 
ment has 2 Consultants, about 60 Beds and a large outpatient 
attendance ; it offers wide experience. 

Applications, stating age, nationality and experience, together 
with copies of recent testimonials, to the Hospital Secretary. 
ILFORD MATERNITY HOSPITAL, Eastern-avenue 
ILFORD. There will be a vacancy for a SENIOR HOUSE 
OFFICER (obstetrics, and also entails care of some gynsco- 
logi eds) at the above Hospital on 17th August, 1956. 
Salary will be at the rate of £745 p.a., less emoluments. his 
post is recognised for training for the D.Obst. R.C. 

Applicants should have been registered not less than 1 year 
and should send applications, accompanied by copies of 3 
testimonials, to the undersigned within 7 days of the appearance 
of this advertisement. 

. F. Harris, Secretary, Ilford and 
Barking Group Hospital Management Committee. 

King George Hospital, Ilford. 

IVYBRIDGE, SOUTH DEVON. MOORHAVEN HOS- 
PITAL. JU NIOR HOSPITAL MEDICAL OFFICER required 
not later than September. Flat available for a married man. 
Post offers full training in psychiatry. Hospital provides compre- 
hensive mental health service for Plymouth Clinical Area. 
Medical staff of 8 ; 780 Beds. Admissions in 1955 numbered 
670 and outpatient attendances 4500. 

Further particulars, application form and 1955 Annual Report 

from Physician-Superintendent. 
KINGSTON HOSPITAL, Wolverton-avenue, Kingston 
UPON THAMES. KINGSTON GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
Applications are invited from suitably qualified medical officers 
for the post of REGISTRAR (obsteérics and gynecology), 
which is vacant now. The post is recognised for the M.R.C.O.G. 
The present holder of the locum post is a candidate for the 
permanent appointment. 

Forms of application may be obtained from the Group 

Secretary (a foolscap stamped addressed envelope to be enclosed ) 
and the completed forms returned to the Group Secretary, 35, 
Coombe-road, Kingston upon Thames, within 10 days of the 
appearance of this advertisement. 
LANCASTER MOOR HOSPITAL, Lancaster. ional 
MENTAL HOSPITAL.) Locum JUNIGR HOSPITAL Sti ICAL 
OFFICER (Male or Female) required for minimum period of 3 
months. Previous mental —— experience preferred. Salary 
£17 10s. per week, less £140 p.a. for board and residence, 

Apply Medical Superintendent. * 
LEEDS, 7. JEWISH HERZL MOSER HOSPITAL. Locum 
RESIDENT MEDICAL OFFICER (Junior Hospital Medical 
Officer) required at the above Hospital for the month of August, 
1956. Salary £17 10s. per week with a deduction for services 
provided. 

Apply to the Group Secretary, Leeds A Group Hospital 
Managemevt Committee, St. James’s Hospital, Leeds, 9. 
LEEDS REGIONAL HOSPITAL BOARD. Short-term 
LOCUM TENENS appointments in the Registrar grade are 
constantly available at hospitals in the area of the Board, 
particularly in the specialties of ansesthetics, general medicine, 
general and orthopeedic surgery, and psychiatry. 

Interested practitioners, suitably experienced, 
municate with the Seeretary, Joint Registrars 
Park-parade, Harrogate. 

LEEDS REGIONAL HOSPITAL BOARD. 

REGISTRAR vacancies. 

— Diseases 
Castle Hill § 

and 51 thoracic surgical beds. ) 

Child Psychiatry 

Duties at Leeds University 
associated clinics. 

Applications, stating age, qualifications and details of present 
and previous appointments showing dates, together with the 








should com- 
Committee, 


Senior 


Sanatorium, Cottingham, near Hull. (220 medical 


Non-resident. 


Department of Psychiatry and 


names and addresses of 3 referees, to the Secretary, Joint 
Registrars Committee, Park-parade, Harrogate, by 19th July, 
1956. 


LUTON AND DUNSTABLE HOSPITAL, Luton, Bedford- 
SHIRE. SENIOR HOUSE OFFICER required for Accident 
Service, including duties in the Hand Infection Unit. Vacant 
Ist August, 1956, and tenable for 1 year. Post recognised for 
F.R.C.S. 
Applications, 
experience, 
secretary by 


qualifications and 
to the 


stating age, nationality, 


together with copies of 3 recent testimonials, 
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LUTON AND DUNSTABLE HOSPITAL, Dunstable-road, 


LUTON. (250 Beds.) NORTH WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD. Whole-time SENIOR REGISTRAR in 
Surgery (resident) at above Hospital and associated units. 


Applications invited from Senior Registrars who have completed, 
or are about to complete their training and are awaiting appoint- 
ment to consultant posts. Tenure of the appointment restricted 
to 2 years. Hospital may be visited by direct appointment. 
Application forms obtainable from the Secretary, Luton and 
Hitchin Group Hospital Management Committee, St. Mary’s 
Hospital, Luton, Beds, and returnable by 23rd July, 1956. 
LEEK (near). ST. EXNWARD’S HOSPITAL, Cheddleton, 
near LEEK, STAFFS. JUNIOR HOSPITAL MEDICAL OFFICER. 
Previous experience not essential. This Hospital offers oppor- 
tunities for gaining experience in all branches of psychiatry. 
Terms and conditions of service will be as approved for hospital 


medical staff employed in the National Health Service. Salary 
£775-£50—£1075. Single furnished quarters, or unfurnished 
house on Hospital estate available for a married man. 
Applications as soon as possible to the Medical Superin- 
tendent. 
LEICESTER (near). MARKFIELD HOSPITAL. (21 
Beds.) Applications are invited for the appointment of RESI- 
DENT SENIOR HOUSE OFFICER (medical). Salary £745 


residential emoluments. The appointment is 
tenable for 12 months and may be extended, and there will be 
time and opportunity for study. Experience will be gained in 
chest diseases with close association with the major chest unit 
in the area. 

Applications, giving age, qualifications, dates, &c., together 
with copies of 2 recent te stimonials to be sent as soon as possible 
to the Physician-Superintendent at the above Hospital. 
MACCLESFIELD HOSPITAi. West Park Branch. 
Applications invited, SENIOR HOUSE OFFICER (peediatrics). 
Department is a busy one of 35 Beds and 30 neonatal cots and 
is recognised for purposes of Diploma in Child Health and 
provides invaluable experience. 

Apply immediately Group Secretary, Macclesfield and District 
Hospital Management Committee, ** Willerby House,’ Cumber- 
land-street, Macclesfield. 

MAIDENHEAD HOSPITAL, Berkshire. Applications 
invited for post of HOUSE SURGEON, vacant now. 
Preference given to persons seeking a pre-registration post. 

Applications, stating age, nationality and qualifications with 

names of 3 referees, to Secretary. 
MAIDENHEAD HOSPITAL, Berkshire. Applications 
invited from registered practitioners for post of CASUALTY 
OFFICER, vacant now. Post recognised for F.R.C.S. Salary 
on House Officer scale plus £50 p.a. 

Applications, stating age, qualifications and nationality, 
with copies of testimonials or names of 3 referees, to Secretary. 


MAIDSTONE. WEST KENT GENERAL HOSPITAL. 
(141 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the pre-registration post of HOUSE 
SURGEON. 6 months appointment. Post vacant Ist July, 1956. 
Salary at the rate of £425, £475 or £525 according to experience. 
A deduction at the rate of £125 a year is made for board and 
lodging and other services provided. 

Applications should be forwarded as soon as possible to the 
Administrative Officer at the Hospital. 

MORECAMBE. QUEEN VICTORIA HOSPITAL. (100 
Beds.) RESIDENT CASUALTY OFFICER (Junior Hospital 
Medical Officer grade) required for normal period of 1 year. 
[¥Applications, with names of 2 referees, to Group Secretary, 
Royal Lancaster Infirmary, Lancaster. 

MANCHESTER. ANCOATS HOSPITAL. Applications 
are invited for the post of REGISTRAR in General Surgery. 
Recognised for F.R.C 

Applications, with ‘tull details and names of 2 referees, by 
23rd July, 1956, to Group Secretary, North Manchester Hos- 
pital Management Committee, Crumrpsall Hospital, Manchester, 8 
MANCHESTER. BOOTH HALL AND MONSALL 
HOSPITAL MANAGEMENT COMMITTEE. SENIOR HOUSE 
OFFICER (pathology) resident, required to assist the Director 
of Pathology for the Group (Booth Hall Children’s Hospital 
and Monsall Hospital). Salary £745 p.a., less £140 p.a. for 
residence. Post tenable for 1 year in the first instance. 

Applications to be sent as soon as possible to the Group 
Secretary, Booth Hall Hospital, Manchester, 9. 
MANCHESTER REGIONAL HOSPITAL BOARD. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. BAGULEY 
HOSPITAL. (402 Beds.) The Board invite applications for the 
post of (a) REGISTRAR and (6) SENIOR HOUSE OFFICER, 
This Hospital is a large Thoracic Unit fully equipped for the 
medical and surgical treatment of tuberculosis and other chest 
diseases. Attached to the Hospital is a Chest Clinic. The posts 
offer opportunities for wide experience in medical and surgical 
treatment of patients suffering from tuberculosis and other 
diseases of the chest, together with chest clinic work. Ample 
scope for clinical research. 

Applications, stating age, qualifications, nationality, experi- 
ence, and the names of 2 referees, to be forwarded to the Group 
Secretary, Withington Hospital, Manchester, 20, within 7 days 
of appearance of this advertisement. 


MANCHESTER REGIONAL HOSPITAL BOARD invites 


p.a., less £150 





applications for the post of REGISTRAR in Anesthetics 
vacant Ist August, 1956. The main duties will be with the 
Stockport and Buxton Hospital Management Committee 
with some duties in the Macclesfield and District Hospital 


The post is recognised for the 


Management Committee Group. : or t 
a candidate wishing 


D.A. and F.F.A.R.C.S., and would suit 
to study for higher qualification. 

Applications, stating age qualifications, and experience, 
together with copies of 2 testimonials, to be addressed to the 
Secretary, Stockport and Buxton Hospital Management Com- 
mittee, 598, Shaw-heath, Stockport. 


52 





MANCHESTER REGIONAL HOSPITAL BOARD invites 
applications for the post of REGISTRAR _ in Pathology. 
The duties will be with the Stockport and Buxton Hospital 
Management Committee and the successful candidate will 
work under the direction of the Consultant Group Pathologist. 
Applications, stating age, experience, and qualifications, 
together with copies of 2 testimonials, to be addressed to the 
Group Secretary, Stockport and Buxton Hospital Manage- 
ment Committee, 59B, Shaw-heath, Stockport, Cheshire. 
MANCHESTER REGIONAL HOSPITAL BOARD. Salford 
HOSPITAL MANAGEMENT COMMITTEE. Applications invited for 
post of NON-RESIDENT REGISTRAR to the Neurosurgical 
Department at Salford Royal and the Royal Manchester 
Children’s Hospitals. In addition to adult work, the post offers 


exceptional opportunities for experience in pediatric neuro- 
surgery. ‘ 
Applications to Group Secretary, Salford Royal Hospital, 


Salford, 3, before 14th July, 1956. 
MANCHESTER REGIONAL HOSPITAL BOARD. Resi- 
DENT MEDICAL OFFICER (Registrar grade) post vacant at 
Birch Hill Hospital, Rochdale. 

Apply at once, with names and addresses of 2 referees, to 
tues Secretary, Central Offices, Birch Hill Hospital, Rochdale. 


MANCHESTER. SOUTH MANCHESTER HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the Post 
of SENIOR HOUSE OFFICER (anesthetics) with duties in 
the South Manchester Group. This post is recognised by the 
Royal College of Surgeons for the F.F.A.R.C.S. and for the D.A. 

Applications, stating age, qualifications, present post, experi- 

ence, and names of 2 referees, to be forwarded immediately to 
the Group Secretary. 
MANCHESTER. WEST MANCHESTER HOSPITAL 
MANAGEMENT COMMITTEE. . ECCLES AND PATRICROFT HOSPITAL. 
(General hospital. 48 Beds.) 1 SENIOR HOUSE OFFICER 
required. The work of the Hospital is mainly surgical and there 
is a busy Outpatient Department. Post now vacant. 

Forms from Secretary, Park Hospital, Davyhulme. 
MANCHESTER. WEST MANCHESTER HOSPITAL 
MANAGEMENT COMMITTEE. PARK HOSPITAL, DAVYHULME. 
(General Hospital—433 Beds.) SENIOR HOUSE OFFICER 
(pediatrics) required ; previous experience essential. Hospital 
has a Midwifery Unit of 73 Beds, and the Children’s Unit com- 
prises 10 thoracic surgery, and 26 prediatric beds catering for 
other specialties. Hospital recognised for training for Diploma 
in Child Health. Post now vacant. 

Application forms from Secretary. 

MANCHESTER, 20. WITHINGTON HOSPITAL. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited from registered medical practitioners for the Locum 
appointment of SENIOR HOUSE — ER (medical) at 
Withington Hospital, vacant July/Augu 

Applications, with full details, to be 4 to the Group 
Secretary at Withington Hospital immediately. 
MANCHESTER, 20. WITHINGTON HOSPITAL. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited for the post of SENIOR HOUSE OFFICER 
(obstetrics and gynecology) becoming vacant on Ist September, 
1956. The Hospital takes part in undergraduate medical teaching 
and the post is recognised in obstetrics and gynecology for 
M.R.C.O.G. purposes. 

An application form should be obtained from the Group 

Secretary at the Hospital and returned within 14 days of the 
appearance of this advertisement. 
MANCHESTER, 20. WITHINGTON HOSPITAL. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITEE. Applications 
are invited for the post of SENIOR HOUSE OFFICER (surgical) 
including casualty duties. The post is recognised by the Royal 
College of Surgeons for the Final F.R.C.S. examination and 
possession of the primary F.R.C.s. will be an advantage. The 
hospital is recognised by the Mane hester University fer the 
teaching of undergraduate students. 

Applications, with full details, to the 

Withington Hospital. 
MANCHESTER, 20. WITHINGTON HOSPITAL. South 
MANCHESTER HOSPITAL NANAGEMENT COMMITTEE. Applications 
are invited for the post of RESIDENT CLINICAL PATHOLO- 
GIST (Senior House Officer grade), which will be vacant on 
14th August, 1956. Previous experience in pathology not 
essential, the post affording opportunities for gaining experience 
in all branches of clinical pathology. 

Applications, stating age, qualifications, present post, experi- 

ence, and names of 2 referees, to be forwarded to the Group 
Secretary, Withington Hospital, Manchester, 20, within 7 days 
of the appearance of this advertisement. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
SAINT MARY’S HOSPITALS, MANCHESTER. Applications are 
invited for the — of OBSTETRICAL HOUSE SURGEON 
to a Maternity Unit operating temporarily in the Whitworth 
Park Branch of the above-named Hospital, vacant Ist August, 
1956. The post is supernumerary to the establishment recognised 
for training purposes by the Royal College of Obstetricians 
and Gynecologists. Previous obstetrical experience is desirable. 
An opportunity exists for a limited amount of gynecological 
training during tenure of the post. National scales. 

Application forms, which may be obtained from the under- 
signed, to be returned no later than 14th July, 1956. 

VISE, General Superintendent. 

Saint Mary’s Hospitals, Whitworth Park, Manchester, 13. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL EYE HOSPITAL. Applications are invited 
for the post of RESIDENT SURGICAL OFFICER (Registrar 
grade). Tenable for 12 months, subject to renewal. Previous 
experience in ophthalmology essential. The terms and conditions 
of service for hospital medical and dental staffs will apply. 

Application forms may be obtained from the undersigned. 

H. R. Nortu, General Superintendent. 


Group Secretary, 
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MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL INFIRMARY, MANCHESTER, 13. REGISTRAR 
to the E.N.T. Department, to commence as soon as possible. 
Whole-time non-resident appointment for 12 months, renewable. 

Applications to be made on forms obtainable from the under- 
signed, to be returned by-18th July, 1956. 

G. H. TAYLOR, Secretary. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL INFIRMARY, MANCHESTER, 13. REGISTRAR 
in the Department of Hematology, vacant on Ist October, 1956. 
Whole-time non-resident appointment for 12 months, rene swable. 
The post is mainly clinical in character, involving ward and 
general outpatient clinic duties. 

Applications to be made on forms obtainable from the under- 
signed, to be returned by 18th July, 1956. 

G. H. TAYLOR, Secretary. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL INFIRMARY, MANCHESTER, 13. SENIOR 
HOUSE OFFICER to the Medical Professorial Unit, vacant on 
17th September, 1956. Whole-time, non-resident post, tenable 
for 6 months, renewable for a second and possibly a third 6 
months. 

Application forms obtainable from -- undersigned, to be 
returned by 18th July. 1956. G. TAYLOR, Secretary. 
MANCHESTER. UNITED Mancnesren HOSPITALS. 
SAINT MARY’S HOSPITALS, MANCHESTER. Applications are invited 
from registered medical practitioners, Male or Female, for the 
post of HOUSE PHYSICIAN in the Neonatal Unit of Saint 
Mary’s Hospitals (attached to the University De partme nt of 
Child Health) for a period of 6 months, vacant on 24th Sept- 
ember, 1956. Previous hospital experience essential and 
peediatric experience desirable. Duties include the care of the 
newborn in the Maternity Department, the care of infants in the 
infants’ ward and work in the clinics under the charge of the 
— artment of Child Health. Salary in accordance with national 
scale. 

Applications, stating qualifications and experience, together 
with the names of 3 referees, should be sent to the undersigned 
not later than 21st July, 1956. 

. R. Wise, General Superintendent. 

Saint Mary’s —w., “Whitworth Park, Manchester, 13. 
MANCHESTER. CRUMPSALL HOSPITAL. (1225 Beds.) 
Applications are invited for the post of REGISTRAR in the 
Department of Neurosurgery at the above Hospital. The 
department is being expanded in the near future and will become 
a self-contained unit for adult cases of over 20 Beds. Facilities 
will be made available for the successful applicant to gain 
experience in pediatric neurosurgery and psycho-surgery at 
neighbouring hospitals. 

Applications, with full details and names of 2 referees, by 
16th July, 1956, to Group Secretary, North Manchester Hospital 
Management Committee, ¢ ‘rumpsall Hospital, Manchester, 8. _ 
MID-KENT HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the appointment of RESIDENT 
ANAESTHETIST for joint duties at the West Kent General 
Hospital, and the Kent County Ophthalmic and Aural Hospital, 
Maidstone (total beds 254). The post, which is of Senior House 
Officer grade, is vacant now, and carries a salary of 
£745 a year, less £150 for residential emoluments. Excellent 
experience under Consultant Anesthetists is available, and the 
- is recognised for the F.F.A.R.C.S. examination. 

Applications, stating age, nationality, qualifications and 
experie nee, together with the names of 2 suitable referees, 
should be forwarded to the Administrative Officer, West Kent 
General Hospital, Maidstone. 

MITCHAM. WILSON HOSPITAL, 
MITCHAM, SURREY. SENIOR HOUSE 
Duties mainly in Casualty Department. 
a non-resident one 


Cranmer-road, 
OFFICER (surgical). 
The post is normally 
but accommodation may be made available. 

Applications, enclosing copies of recent testimonials and the 

names of 2 referees, to Group Secretary, St. Helier Hospital, 
Carshalton, Surrey. 
MONTROSE, ANGUS. ROYAL MENTAL HOSPITAL. 
(944 Beds.) Applications are invited for the post of JUNIOR 
HOSPITAL MEDICAL OFFICER (Male or Female). A self- 
contained house or furnished flat is available for a married man. 
Single furnished quarters are also available. All subject to 
appropriate deductions. Previous experience in psychiatry is 
not essential. Salary and conditions of service in accordance with 
national scale. 

Applications, stating age, qualifications, and experience, 
together with the names and addresses of 2 referees, should be 
forwarded immediately to the Physician-Superintendent. 
NEWCASTLE. THE UNITED NEWCASTLE UPON 
TYNE HOSPITALS. ROYAL VICTORIA INFIRMARY. DEPARTMENT 
OF BACTERIOLOGY. Applications are invited for the non-resident 
appointment of REGISTRAR. The successful applicant will 
assist in the general work of the laboratory, including blood- 
transfusion serology and in the research programme. 

Applications, stating date of birth, qualifications and experi- 
ence, together with the names and addresses of 3 referees, should 
be sent to the undersigned within 2 weeks of the appearance of 
this advertisement. 

A. W. SANDERSON, House Governor and Secretary. 

Royal Victoria Infirmary, Newcastle upon Tyne. 
NEWCASTLE. THE UNITED NEWCASTLE: UPON 
TYNE HOSPITALS. Applications are invited for the whole-time 
non-resident appointment of REGISTRAR to the Department 
of Physical Medicine at the Royal Victoria Infirmary. The 
appointment is for 1 year in the first instance and will be subject 
to the terms and conditions of service of hospital medical staff 
in the National Health Service. 

Applications, giving full details and the names and addresses 
of 3 referees, should be sent to the undersigned within 2 weeks 
of the appeetaaee of this advertisement. 

W. SANDERSON, House Governor and Secretary. 

Royal Victoria Infirmary, Newcastle upon Tyne. 





NEATH. TONNA CHILDREN’S HOSPITAL, Tonna, 
NEATH. (90 Beds.) MID GLAMORGAN HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the post of SENIOR 
HOUSE OFFICER (pediatrics, E.N.T., ophthalmic, orthopaedic 
and traumatic). Post under supervision of Consultant Peedia- 
trician and particularly suited to candidates studying for D.C.H. 
Appointment available Ist August, 1956. 

Applications, stating age, qualifications and previous experi- 


ence, to be addressed to the Group Secretary of the Committee, 
8, Wind-street, Neath. 
NEWMARKET GENERAL HOSPITAL, Suffolk 


Applications are invited for the post of SENIOR HOUSE 
OFFICER (obstetrics 14 Beds and gynecology 10 Beds), 
with opportunity for gaining experience in general surgery, 
vacant 14th July, 1956. Salary £745 p.a., less emoluments. 
Applications, giving age, nationality and qualifications, 
together with copies of 3 recent testimonials, to be addressed 
to the Medical Superintendent. 
NORTHAMPTON (near). CREATON SANATORIUM. 
Aprlications are invited from suitably ge medical practi- 
tioners for the post of SENIOR HOUSE OFFICER. The 
Sanatorium has 138 Beds and is for the treatme nt of both pul- 
monary and non-pulmonary tuberculosis. There is a new major 


thoracic surgical unit for tuberculous and non-tuberculous 
diseases of the chest. 
Applications, stating age, experience, and qualifications, 


referees, should be 
District Hospital 


together with the names and addresses of 2 
sent to the Secretary, Northampton and 
Management Cor -rittee, General Hospital, Northampton. 
NORTHAMPT. 3 (near). CREATON SANATORIUM. 
Applications are invited for the post of HOUSE OFFICER, 
which is recognised as a pre-registration medica] appointment. 
The sanatorium has 138 Beds and is for the treatment of both 
pulmonary and non-pulmonary tuberculosis. There is a new 
major thoracic surgical unit for tuberculous and non-tuberculous 
diseases of the chest. 

Applications, stating age, experience and qualifications, 
together with the names and addresses of 2 referees, should 
be sent to the Secretary, Northampton and District Hospital 
Management Committee, General Hospital, Northampton. 
NORTH SHIELDS. PRESTON HOSPITAL, Preston-road. 
Applications are invited for the following pre-registration posts. 

1 HOUSE SURGEON 

1 HOUSE PHYSICIAN. 

Applications, with names of 2 referees, to Secretary. 
NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Whole-time ANASSTHETIC REGISTRAR 
(resident), required for duties mainly at St. Albans City Hospital 
(384 Beds). This is a new post for increased establishment. 
Hospital may be visited by direct appointment. 

Application forms obtainable from, and returnable to, Secretary, 
Mid Herts Group Hospital Management Committee, Bleak 
House, Catherine-street, St. Albans, by 17th July, 1956. 
NORTHWOOD, MIDDLESEX. MOUNT VERNON 
HOSPITAL. Applications are invited for the post of HOUSE 
SURGEON for general surgery, vacant Ist August, 1956. 
Recognised for the final F.R.C.S. in egeneral surgery, and 
recognised as a pre-registration appointment. 

Applications, accompanied by 2 testimonials, to be forwarded 
to the Resident Medical Officer, by 18th July, 1956. 
NORTHWOOD, MIDDLESEX. MOUNT VERNON 
HOSPITAL. Applications are invited for the post of HOUSE 
SURGEON to the Gynecological Department of 25 Beds, 
vacant Ist August, 1956. This appointment is recognised for 
the M.R.C.O.G., and may be a pre-registration appointment. 

Apriications, accompanied by 2 testimonials, to be forwarded 
to the Resident Medical Officer, by 18th July, 1956. 
NORTHWOOD MIDDLESEX. MOUNT VERNON HOS- 
PITAL. Applications are invited for the post of HOUSE 
PHYSICIAN to the Radiotherapy. Department, vacant Ist 
August, 1956. This post is recognised as a pre-registration 
appointment. 


Applications, accompanied by 2 testimonials, to be forwarded 


to the Resident Medical Officer, by 18th July, 1956. 
NORTHWOOD, MIDDLESEX. MOUNT VERNON 
HOSPITAL. Applications are invited for the post of HOUSE 


SURGEON to the Radiotherapy and E.N.T. 
vacant Ist August, 1956. This post 
registration appointment. 
Applications, accompanied by 2 testimonials, to be forwarded 
to the Resident Medical Officer, by 18th July, 1956. 
NOTTINGHAM GENERAL HOSPITAL. Resident pre- 
registration or registered HOUSE SURGEONS required. Duties 
to commence Ist August. 
Applications, stating age, 


Departments, 
is recognised as a pre- 


qualifications and experience, 


together with copies of testimonials, to be sent to Group 
Secretary. 
PAISLEY INFECTIOUS DISEASES HOSPITAL. Junior 
HOSPITAL MEDICAL OFFICER required. 

Applications to Group Medical Superintendent, Royal 


Alexandra Infirmary, Paisley. 


PETERBOROUGH. THE MEMORIAL HOSPITAL, 
AND OBSTETRIC ANNEXES PETERBOROUGH AND STAMFORD 
HOSPITAL MANAGEMENT COMMITTEE. HOUSE SURGEON 


(obstetrics and gynecology). Applications are invited for 
vacancy on 23rd July, 1956. Busy Gynecological Department 
and 54 obstetric beds. Unit consists of a Consultant, Registrar 
and 2 House Surgeons. Recognised for D.Obst.R.C.O.G. 
Application forms from Secretary. 
OXFORD. UNITED OXFORD HOSPITALS. Applica- 
tions are invited for the post of NON-RESIDENT REGISTRAR 
in Anzsthetics to the United Oxford Hospitals with effect 
from 13th August, 1956. 
Applications, on forms obtainable from the Administrator, 
Radcliffe Infirmary, Oxford, should be received not later than 
Monday, 23rd July. 
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OXFORD REGIONAL HOSPITAL BOARD. Registrar 
(whole-time, resident) in Obstetrics and Gynecology to the 
General Hospital, Northampton (68 obstetric beds, 38 gynecology 
heads). Recognition of the post for the M.R.C.O.G. is being 
sought. 

Applications on forms obtainable 

trars Committee, 43, Banbury-road, 
14th July. 
OXFORD REGIONAL HOSPITAL BOARD. Registrar 
(whole-time, non-resident) in Ophthalmology to the hospitals 
and clinics of the Aylesbury/High Wycombe area. The appoint- 
ment will be for 1 year and eligible for extension to a second 
year. 

Applications on forms obtainable from the Secretary, 

Committee, 43, Banbury-road, Oxford, to reach him by 
July, 1956. 
PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
GENERAL HOSPITAL GROUP. AREA PATHOLOGICAL DEPARTMENT. 
Applications invited from duly qualified and _ regist 
medical practitioners for the appointment of RESIDENT 
SENIOR HOUSE OFFICER in Pathology, vacant immedi- 
ately. The appointment will be for a period of 12 months, in 
the Area Laboratory at the South Devon and East Cornwall 
Hospital, Greenbank-road, Plymouth, which provides excellent 
modern working facilities. 

Applications, stating age, nationality, qualifications and 
experience, together with the names and addresses of 3 referees, 
to ot sent to ARTHUR R. CasH, Group Secretary. 

, Nelson-gardens, Stoke, Plymouth. ® 


PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL. 

SENIOR HOUSE OFFICER in Anesthetics, vocont Ist 
October, 1956. Recognised for the D.A. and F.F.A.R.C.S. The 
a nt will be for a period of 12 months. 

SENIOR HOUSE OFFICER in Casualty, vacant 
ember, 1956. Reeognised for the F.R.C.S., for the 
Casualty Department. 

Applications, stating age, nationality, 
experience, with names of 3 referees, to be sent to 

ARTHUR R. CasH, Group Secretary, Plymouth, 

South Levon and East Cornwall General Hospital Group. 

7. Nelson-gardens, Stoke. Plymouth. 

PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 

HOSPITAL, Greenbank-road. HOUSE SURGEONS (pre-registra- 

xt posts), 2 vacancies immediately. Recognised for the 
’ 


Secretary, Regis- 
to reach him by 


from the 
Oxford, 


tegistrar 
16th 





Ist Sept- 
Central 


qualifications and 


u.C 
Applic ations, stating age, nationality, qualifications and 
experience, together with the names and addresses of 3 referees, to 
be sent to 
ARTHUR R. Casu, Group Secretary, Plymouth, 

, South Devon and Kast Cornwall General Hospital Group. 

, Nelson-gardens, Stoke, Plymouth. 
PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. 

Saint Mary's Hospital 

SENIOR HOUSE OFFICER (gynecology) required. The 
department consists of 50 Beds and offers excellent facilities for 
training. Recognised for M.R.C.O.G. Vacant now. 

Queen Alexandra Hospital 
SENIOR HOUSE OFFICER for Gynecologic ay Department 
(39 Beds), vacant now. Recognised for M.R.C. i 
Royal Portsmouth Hospital (Orthopedic 
104 Beds) 
HOUSE OFFICER (pre-registration ), 
Royal Portsmouth Hospital 
HOUSE OFFICER for pediatric and medical beds (30 Beds). 
Pre-registration post, vacart 16th July. 
wooo Alexandra Hospital (78 medical beds) 
HO PHYSICLAN (pre-registration), vacant 
Sie Mary’s Hospital (74 medical beds) 

HOUSE PHYSICIANS (pre-registration), vacant 
(1), and 3ist July (2). 

Saint Mary’s Hospital (130 surgical beds) 

HOUSE SURGEONS (pre-registration). Posts vacant 23rd, 
29th and 30th July. 

Applications, stating age, 
together with names of 2 referees, 
as possible to KE. H. Hurst. 

35, Grove-road South, Southsea. 
READING. BATTLE HOSPITAL. (391 Beds.) Applica- 
tions are invited from registered medical practitioners for post 
of RESIDENT JUNIOR HOUSE SURGEON in the Area 
Accident and Orthopedic Department, vacant Ist August, 1956. 
F.R.C.S. recognised. Also casualty duties. Salary £425-£525 p.a., 
less £125 board-residence. 

Apply, stating age, qualifications with dates, 
present post with 1 copy of recent testimonial, to 
Secretary. 

READING COMBINED HOSPITALS. Area Department 
OF OBSTETRICS AND GYNAECOLOGY. (100 Beds.) Applications are 
invited from registered medical practitioners, Male and Female, 
for resident appointment of GYNASCOLOGICAL HOUSE 
SURGEON at the Royal Berkshire Hospital, vac ae imme- 
diately and tenable for 6 months. Post recognised for M.R.C.O.G. 

Write, stating age and qualifications with dates, nationality. 
and present appointment, with a copy of 1 recent testimonial, to 
the Secretary 


READING. 


“De partment 


vacant now. 





30th July. 


30th July 


and qualifications, 
forwarded as soon 


experience, 
should be 


nationality, 
Hospital 


ROYAL BERKSHIRE HOSPITAL. (399 
Beds.) Applications are invited from registered medical practi- 
tioners (Male or Female) for the appointment of a SENIOR 
HOUSE OFFICER (anesthetics), vacant Ist August next for 
a period of 1 year. Post recognised for F.F.A.R.C.S. Salary £745 
p.a@., less £125 for board-residence. 

Write, stating age, qualifications with dates, nationality 
and present post together with the names of 2 referees. to the 
Group Secretary, Reading and District Hospital Management 
Craven-road, Reading 





Committee % 
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READING AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. SENIOR HOUSE OFFICER for E.N.T. 
Department, Royal Berkshire Hospital, Reading (40 Beds). 
Post recognised for D.L.O. 

Applications, stating age, nationality, 
qualifications, together with names of 2 referees, 
sent to Group Secretary, 3, Craven-road, Reading. 
RHYL. ROYAL ALEXANDRA HOSPITAL. (138 Beds.) 
Applications are invited for the appointment of Locum 
CASUALTY OFFICER (Senior House Officer grade) at the 
above Hospital, for period 14th July—2nd August, 1956. 

Applications, stating age, nationality, qualifications and 
experience, accompanied by copies of 2 recent testimonials, 
should be sent forthwith to the Group Secretary, Clwyd and 
Deeside Hospital Management Committee, ** Rhianfa,’’ Russell- 
road, Rhyl. 

RHYMNEY AND SIRHOWY VALLEYS HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited from local 
registered medical prac titione rs for a CLINICAL ASSISTANT 
ANASTHETIST appointment at Aberbargoed and District 
Hospital, Mon. The duties require attendance on 1 half-day a 
week for a general surgical session. Remuneration £175 p.a. 
bas ~~ aad District Hospital, near Cardiff (226 general 


experience and 
should be 


beds ) 
SENIOR HOUSE OFFICER (ge *neral surgery ) and 2 Pre- 
registration HOUSE SURGEONS 
Tredegar General Renaiok. Tredegar, Mon., near 


Cardiff and Newport (56 surgical beds) 

Pre-registration HOUSE SURGEON. Married quarters avail- 

able. 
St. James Hospital, Tredegar 
geriatric and obstetric beds) 

Pre-registration OBSTETRICS HOUSE OFFICER. 

quarters available. 

Apply, to Group Secretary, Central Offices, Comet. -road, 
Ystrad Mynach, Hengoed, Glamorgan, by 14th July, 1956 
ROMFORD. RUSH GREEN HOSPITAL. (301 Beds.) 
RESIDENT SENIOR HOUSE SURGEON required from 
30th July, 1956. Recognised for F.R.C.S. (No married quarters 
available. ) 

Applications should be forwarded Medical 
Superintendent, stating also names of 2 


(154 general medical, 


Married 


immediately to 
referees. 


ROMFORD, ESSEX. RUSH GREEN HOSPITAL. (301 
Beds. ) RESIDENT HOUSE OFFICER (general surgery), 
required from 7th August, 1956. Post is recognised for pre- 


registration purposes and for F.R.C. ; 
Applications should be forwarde a “immediately to 
Superintendent, stating also names of 2 referees. 
SALFORD HOSPITAL MANAGEMENT COMMITTEE. 
ROYAL MANCHESTER CHILDREN’S HOSPITAL AND SALFORD ROYAL 


Medical 


HOSPITAL. ANASTHETIST required (Senior House Officer 
status) to commence duty on 12th September, 1956, and totbe 
resident at the Royal Manchester Children’s Hospital, Pendle- 


bury, with duties at the Salford Royal Hospital. In addition 
to training in anesthesia for general surgery both adult and 
children, special facilities are available for gaining experience 
in anesthesia for neonatal, neurosurgical, and other surgical 
specialties. The post is recognised for the F.F.A.R.C.S. and 
encouragement will be given to the successful candidate to work 
for this examination. 

Applications, stating age, qualifications, and experience, 
together with copies of 3 recent testimonials, to be forwarded 
to the Hospital Secretary, Royal Manchester Children’s Hospital, 


Pendlebury, to be received not later than 10 days after 
appearance of this advertisement. 
SALISBURY GENERAL HOSPITAL. (Orthopaedic 


Applications are invited for the post of SENIOR 
(resident) or RESIDENT HOUSE SUR- 
GEON, which is also recognised for pre-registration candidates 
and becomes vacant on Ist August, 1956. The department has 
over 50 Beds and a large outpatient turnover, dealing with 
fractures and all types of orthopedic surgery. 

Applications, stating age, nationality, qualifications and 

experience, and naming 2 referees, to the Group Secretary, 
Salisbury Group Hospital Management Committee, Odstock 
Hospital, Salisbury. 
SHREWSBURY. ROYAL SALOP INFIRMARY. Ortho- 
PA. DIC/ ACCIDENT HOUSE SU RGEON (Senior House Officer). 
Successful applicant will be allowed to attend for 2 days a 
month at the Robert Jones and Agnes Hunt Orthopedic Hos- 
pital, Oswestry, for postgraduate study, with the Consultant. 
p ost recognised under revised Fe llowship regulations in respect 
of 6 months training required for the Final Fellowship examina- 
tion. Vacant 24th July, 1956. 

Applications, with copy testimonials, to Group Secretary, 
Shrewsbury Hospital Group, Royal Salop Infirmary, Shrewsbury. 
SCOTLAND. EASTERN REGIONAL HOSPITAL 
BOARD. General Medicine. STRACATHRO HOSPITAL, BRECHIN. 
Applications are invited for the post of REGISTRAR in Medicine 
at Stracathro Hospital, Brechin (a general hospital of 675 Beds 
150 medical). Salary and conditions of service in accordance 
with national agreement. 

Further particulars and forms of application from the Secretary 
to the Board, ‘“* Braeknowe,” 430, Blackness-road, Dundee, 
with whom applications must be lodged not later than 14th 
July, 1956. 

SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the appointment of 
REGISTRAR in Obstetrics and Gynecology at the Elsie Inglis 
and Bruntsfield Hospitals. Fdinburgh, vacant on 15th September, 


DEPARTMENT. ) 
HOUSE OFFICER 


41956. The successful applicant may be required to reside in the 
Elsie Inglis Hospital. 

Applications, giving particulars of age, qualifications and 
previous experience, together with the names of 2 referees. 


South-Eastern Regional 
Edinburgh, 


should be submitted to the 
Hospital Board, Scotland, 11, 
3, by 28th July. 


secretary, 
Drumsheugh-gardens, 
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SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the following appointments, 
which will be for 1 year in the first instance : 
RE STRAR in Surgery based at The Infirmary, Kilmarnock. 
REGISTRAR in Child Psychiatry based at the Department of 
Child Psychiatry, Royal Hospital for Sick Children, Glasgow. 
Training opportunities will be available concurrently in clinical 
pediatrics and general psychiatry, and preference will be given 
to those intending to specialise in child psychiatry. Some 
previous experience would be an advantage. 
REGISTRAR in Pathology based at The 
Kilmarnock. 
REGISTRAR in 
Glasgow, 


ve 





Infirmary, 


, Pathology based at the 
for duties on a rotational basis at the 


Royal Infirmary, 
Royal Maternity 


Hospital, Glasgow. 

These appointments are subject to the National Health 
Service (Scotland) superannuation regulations. 

Applications (12 copies), stating date of birth, qualifications, 


experience, present appointment, and the names of 3 referees, to 
reach the Secre tary, Western Regional Hospital Board, 64, West 
Regent-street, Glasgow, C.2, by 2ist July. 1956. 

SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
WINDSOR GROUP HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
PHYSICIAN required for post vacant 12th August. Pre- 
registration appointment and offers considerable experience 
in general acute medical work. 

: Applications, with names of 2 referees, 
July. 

SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
WINDSOR GROUP HOSPITAL MANAGEMENT COMMITTEE. CASUALTY 
HOUSE OFFICER required, 1 of 2, for busy Casualty Depart- 
ment. Experience provided in orthope dic and plastic cases. 
Salary on House Officer scale plus £50 p.a. 

Applications, together with names of 2 referees, to Secretary. 
SOUTHAMPTON CHILDREN’S HOSPITAL. (Recog- 
nised by Conjoint Board for D.C.H.) HOUSE OFFICER 
required. Total establishment of 3 residents. Salary, &c., as 
nationally advocated. 

Applications, with copies of testimonials, to be submitted by 
i4th July to the Secretary, Southampton Group Hospital 
Management Committee, Bullar-street, Southampton. 
SOUTHAMPTON. ROYAL SOUTH HANTS HOS- 
PITAL. (278 Beds.) RESIDENT HOUSE SURGEON required 
early in August. Pre-registration candidates eligible. 

Applications, with copies of recent testimonials, should be 
forwarded to Group Secretary, Southampton Group Hospital 
Management Committee, Bullar-street, Southampton. 





to Secretary by 20th 


SOUTHAMPTON. ROYAL SOUTH HANTS HOS- 
PITAL. (278 Beds. Recognised for F.R.C.S.) CASUALTY 
OFFICER (Senior House Officer grading) required early in 
August. 


Applications, with copies of testimonials, to be submitted 
as soon as possible to the Secretary, Southampton Group Hos- 
pital Management Committee, Bullar-street, Southampton. 
SOUTH ELMSALL. WARDE-ALDAM HOSPITAL. 
RESIDENT SURGICAL OFFICER (Senior House Officer 
grade) required. Warde-Aldam Hospital is a small general 
hospital of 33 Beds. Flat available. Post vacant as from the end 
of August, 1956. 

Applications as soon as possible to 

D. G. DAvtiEs, Secretary, 

Pontefract and Castleford Hospital Manage ‘ment Committee. 

Great Northern House, Salter-row, Pontefract. 
SOUTHEND-ON-SEA HOSPITAL. Temporary Ortho- 
P# DIC REGISTRAR (full-time) required for duties at Hospitals 
in the Southend-on-Sea Group with appropriate responsibilities 
in the Casualty Department at the General Hospital, Southend. 
Post vacant 23rd July. 

Applications, accompanied by copies of recent testimonials, 
to be sent to the undersigned at the General Hospital, Southend- 
on-Sea, as soon as possible. C. FIELD, Secretary. 


SHOREHAM-BY-SEA, SUSSEX. SOUTHLAND HOS- 
PITAL. (411 Beds.) CASUALTY OFFICER (Senior House 
Officer grade). New post, vacant now ; recognised for F.R.C.S. 
Application forms to be obtained from and returned to 
a eeenernes Southlands Hospital. 
V. OAKTON, Group Secretary, 
an Ww orthing ¢ 7a Hospital Management Committee. 
SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
RESIDENT SENIOR HOUSE OFFICER (obstetrics) required 
for the Jessop Hospital for Women. 
Applications, with 3 recent testimonials, 





to be sent at once 


to the Superintendent. Jessop Hospital for Women, Leavy- 
greave-road. Sheffield, 3. 
SHEFFIELD. WHARNCLIFFE HOSPITAL. (128 Beds.) 


SHEFFIELD REGIONAL HOSPITAL BOARD. Whole-time SURGICAL 
REGISTRAR required with additional orthopedic duties. 
Single accommodation available. Appointment for 1 year in 


first instance. 

Apply to Secretary, Sheffield Regional Hospital Board. Old 
Fulwood-road, Sheffield, by 16th July, 1956, giving age, nuuion- 
ality, qualifications, present and previous appointments with 
dates, naming 3 referees. 

SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time SENIOR REGISTRAR in Obstetrics and Gynzcolo 

(transitional appointment) required at City General Hospita 
Sheffield, for 1 year in first instance. There are 106 obstetric and 
42 gyne@ological beds including a Professorial Unit at this 
Hospital. Applications from Senior Registrars in Obstetrics 
and Gynecology in their fourth or subsequent years and from 
those who held such posts for 3 years or more but vacated them 


after Ist January, 1951. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 16th July, 1956, giving age, nation- 
ality, qualifications, present and previous appointments with 
dates, naming 3 referees. 





SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time NON-RESIDENT SENIOR REGISTRAR in Children’s 
Psychiatry required. The post, intended to give experience 
with a view to specialising in children’s psychiatry, is attached 
to the Mapperley Hospital, Nottingham, but is integrated with 
the child-guidance clinics of the Nottingham City and County 
Councils. D.P.M. essential. Appointment for 1 year in first 
instance, reviewable annually. 

Application forms and further details from Senior Administra- 
tive Medical Officer, Sheffield Regional Hospital Board, Old 
++ aerhaaa Sheffield. Forms to be returned by 16th July, 
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ST. ALBANS CITY HOSPITAL. St. Albans, Hertford- 


SHIRE. (384 Beds.) Locum Tenens ANASSTHETIC REGIS- 
TRAR (resident) required for the period 12th—26th August 
inclusive. 


Applications to Secretary, Mid Herts Group Hospital Manage- 
ment Committee, Bleak House, Catherine-street, St. Albans. 
ST. ALBANS CITY HOSPITAL, St. Aibans, Hertford- 
SHIRE. Locum Tenens GYNA2COL OGIC AL AND OBSTETRIC 
REGISTRAR (resident) required immediately for duties mainly 
at the above Hospital. 

Applications to Secretary, Mid Herts Group Hospital Manage- 
ment Rome tae Bleak House, Catherine-street, St. Albans. 


SAPH HOSPITAL, St. Asaph. (201 Beds.) Junior 
HOSPITAL MEDICAL OFFICER required at the above 
Hospital commencing on Ist August, 1956. Married quarters 


available if required. 

Applications, stating age, qualifications and experience with 
copies of 2 recent testimonials, to be forwarded to the Group 
Secretary, Clwyd and Deeside Hospital Management Committee, 
** Rhianfa,’”’ Russell-road, Rhyl, Flintshire, within 7 days from 
the date of publication of this advertisement. 


ST. HELENS AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. ECCLESTON HALL HOSPITAL. (75 Beds), DELPH 
LANE HOSPITAL, WHISTON (34 Beds). Applications are invited 
for the post of SENIOR HOUSE OFFICER at the above 
Hospitals. The person appointed will work under the supervision 
of the Consultant Chest Physician for the Group. The work 
comprises all types of tuberculosis. Good residential accommoda- 
tion for a single person, Male or Female, is available. The post 
may be non-resident, subject to residence within reasonable 
distance from the hospitals. 

Applications to be forwarded to N 

Whiston Hospital, Prescot. 
STIRLING AND CLACKMANNAN HOSPITALS BOARD 
OF MANAGEMENT. There will be a vacancy on Ist October, 1956, 
for a SENIOR HOUSE OFFICER in Surgery at Clackmannan 
County Hospital. 

Applications, with 2 names for reference, should be sent to the 
Group Medical Superintendent, Stirling Royal Infirmary, from 
whom further particulars can be obtained. unTy 
STOKE-ON-TRENT. CITY ENERAL HOSPITAL. 

Applications invited for HOUSE orr ICER (medical), vacant 
18th July. Recognised pre-registration post. 

Detailed applications to Group Secretary, Hospital Manage- 
ment Committee, Princes-road, Stoke-on-brent. mia 
STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
HOUSE OFFICER (general surgery), vacant now. Pre- 
registration post. Hospital recognised for F.R.C.S. 

Detailed applications, with copy testimonials to Group 

Secretary, Hospital Management Committee, Princes-road, 
Stoke-on-Trent. 
STOKE-ON-TRENT. BUCKNALL HOSPITAL. (58 
infectious, 124 chronic sick beds.) Applications invited for 
post of RESIDENT JUNIOR HOSPITAL MEDICAL OFFICER. 
Married accommodation available if hy 

Applications, with copy testimoni to” Group Secretary, 

Hospital Management Committee, Princes-road, Stoke-on- 

rent. 3 a 

SUFFOLK MENTAL HOSPITALS MANAGEMENT 
COMMITTEE. ST. AUDRY’S HOSPITAL, MELTON, near WOODBRIDGE ; 
8T. CLEMENT’S HOSPITAL, Foxhall-road, IpswicH. Applications 
are invited from registered medical practitioners (Men or 
Women) for the posts of SENIOR HOUSE OFFICERS (3) 
which are now vacant. These Hospitals comprising 1500 Beds, 
together with Outpatient Departments, electro-encephalography 
and medical psychology, offer extensive experience of modern 
psychiatric methods. The Group is recognised for D.P.M 
purposes and experience is also available locally, in child psychi- 
atry and in neurology. Accommodation is available. Salary in 
accordance with the national scale, as laid down in terms and 
conditions of service for medical and dental officers. 

Applications should os made to— 

Dr. I. DAVIES, Ph ~e Superintendent. 

St. Audry’s Hospital, Melton, near Woodbridge, Suffolk. 
TAUNTON AND SOMERSET HOSPITAL. Applications 
are invited for SENIOR HOUSE OFFICER (Resident Surgical 
Officer). Post vacant from 11th July, 1956. This is a post giving 
excellent experience in surgery, including operating work 
according to qualifications and experience. The post is recognised 
by the Royal College of Surgeons as a qualifying appointment 
for the final Fellowship examination, 

Applications, stating age, nationality and qualifications, 

together with the names of 2 referees, should be forwarded to 
the Group Secretary, Taunton Hospital Management Committee, 
Taunton and Somerset Hospital, Musgrove Park Branch, 
Taunton, Somerset. 
TORQUAY. TORBAY HOSPITAL. (166 Beds.) Senior 
RESIDENT HOUSE OFFICER (anesthetics) required as 
soon as possible. There is a complement of 6 Resident House 
Officers and the Hospital is recognised for the D.A. and for the 
F.F.A.R.C.S. 

Applications, stating qualifications, age, nationality, with copy 
testimonials, to the Group Secretary, T oa District Hospital 
Management Committee, Torbay Hospital, Torquay, S. Devon. 


. RicHAaRDs, Group Secretary. 
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TORQUAY. TORBAY HOSPITAL. (166 general beds.) 
RESIDENT HOUSE OFFICER (surgical), Male or Female, 
required as soon as possible. Post recognised for F.R.C.S. 
and pre-registration purposes. There is a complement of 5 Resident 
Flouse Officers. 

Applications, stating qualifications, nationality, and age 
together with copy testimonials (quoting reference F.955/70), 
to the Group Secretary, Torquay District Hospital Manage- 
ment Committee, Torbay Hospital, Torquay, S. Devon. at 
TAPLOW, near MAIDENHEAD. CANADIAN RED 
CROSS MEMORIAL HOSPITAL. HOUSE SURGEON required for 
post vacant 14th August. Preference given to persons seeking 
pre-registration post. 

Applications, stating age, qualifications with dates, with copies 
of 2 recent testimonials, to Secretary. 

WARRINGTON INFIRMARY. (172 Beds.) Applications 
are invited for the vacant post of RESIDENT ANASSTHETIST 
(Male or Female). Graded as Senior House Officer. The Hospital 
is recognised for the D.A. examination. Salary is £745 p.a., less 
a deduction of £130 p.a. for residential emoluments. 

Applications, stating qualifications and experience, 

sent to— {. L. Boor, Group Secretary, 
Warrington and District Hospital Management Committee. 


should be 


c/o General Hospital, Warrington, Lancs. 
WARRINGTON INFIRMARY. (172 Beds.) Applications 
are invited for the post of RESIDENT CASUALTY OFFICER 


(Male or Female), now vacant. The post is graded Junior 
Hospital Medical Officer. Scale of salary £775-£50-£1075, less 
a deduction of £130 for residential emeluments. Applications 
will also be consideréd from Junior Medical Officers who would 
be graded House Officer or Senior House Officer at the scale 
appropriate to the experience of the applicant. Consideration 
will also be given to applicants who desire the appointment on 
a short-term basis. A whole-time Senior Hospital Medical Officer 
is in charge of the Department. 

Applications, stating age, experience and qualifications should 
be forwarded or telephone d to— 

. Boot, Group Secretary, 

Warrington and District Hospital Management Committee. 

c/o General Hospital, Warrington, Lancs. 

(Tel. No. Warrington 1666.) 
WATFORD, HERTFORDSHIRE. 
HOSPITAL. (208 Beds.) ORTHOP. DIC HOUSE SURGEON 
(with certain casualty duties) required. Post recognised for 
F.R.C.S. (Eng.) examination. Intermediate or senior post 
depending on experience, for Orthopedic Unit (30 Beds). The 
Orthopeedic Service is in the charge of a Consultant and Registrar 
closely associated with a Postgraduate Teaching Hospital. 

Applications, with copies of 2 testimonials, to the Adminis- 
trator. 
WATFORD, HERTFORDSHIRE. PEACE MEMORIAL 
HOSPITAL. (208 Beds.) Applications are invited for the post of 
HOUSE PHYSICIAN (pre-registration post). Salary according 
to National Health scale. 


PEACE MEMORIAL 


Applications, with copies of 2 recent testimonials, to the 
Administrator. 
WATFORD, HERTFORDSHIRE. PEACE MEMORIAL 


HOSPITAL, $08 Beds.) Applications are invited for the post of 
HOUSE SURGEON at the above Hospital. This is a pre- 
registration post and is recognised for F.R.C.S. Salary according 
to the National Health Service scale. 

Applications, with copies of recent testimonials, to the 
Administrator. 
WELSH REGIONAL HOSPITAL BCARD. 

REGISTRAR (obstetrics and gynecology), 
(591) and War Memorial Hospital (230 Beds), Wrexham (total 
of 60 obstetric and gynecological beds); and Trevalyn 
Maternity Hospital, Rossett, near Wrexham (45 Beds). Post 
vacant early August. Resident. 

REGISTRAR (psychiatry), St. David’s Hospital, Carmarthen 
(970 Beds). Single accommodation available. 

REGISTRAR (obstetrics and gynecology). 


Maelor General 


Based East 


Glamorgan Hospital, Church Village, expected to visit other 
hoeea? in Group. Recognised for D.Obst.R.C.0.G. and 
-R.C.0.G. Resident. 


REGISTRAR in Orthopedic Surgery. Based at Prince Edward 
War Memorial Hospital, Rhyl, to serve Clwyd and Deeside 
Hospital Management Committee. Also required to assist 
in treatment of long-stay orthoperedic cases at area sanatorium. 

REGISTRAR (general surgery). Based at Caerphilly District 
Miners’ Hospital, Caerphilly, Glamorgan. Married or single 
quarters may be available. 

Subject to review end of first year. 

Application forms from Senior Administrative Medical Officer, 
Temple of Peace, Cathays Park, Cardiff, within 14 days. 
WELSH REGIONAL HOSPITAL BOARD. Whole-time 
Locum Tenens REGISTRAR in Obstetrics and Gynecology 
required Wrexham area. Vacant early August. 

Applications, naming 2 referees, to Senior 
Medical Officer, Temple of Peace, Cathays Park, Cardiff. 
WILLERBY, EAST YORKSHIRE (near Hull), DE LA 


POLE HOSPITAL. (1174 Beds—mental illness and nervous dis- 


Administrative 


orders.) JUNIOR HOSPITAL MEDICAL OFFICER. Hospital 
has admission-rate of over 850 annually. Modern reception 
hospital, villas and neurosis unit. All modern methods of 


treatment practised. The successful candidate will be engaged 
on work in the admission wards to a considerable extent 
and for duties at a Psychiatric Day Clinic to be opened shortly. 
Accepted for D.P.M. training. Residential. 

Application forms from Group Secretary, Hull B Hospital 
Management Committee, at the above address. 
WORKINGTON INFIRMARY, Cumberland. (118 
Beds. Pre-registration post. Recognised F.R.C.S. (Ed.).) HOUSE 
SURGEON (first, second or Senior House Officer post), vacant 
middle of August. 

Detailed applications with dates, and names of 2 referees, to 
Secretary. 
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WIGAN AND LEIGH HOSPITAL MANAGEMENT COM- 
MITTEE. 
Royal Albert Edward Infirmary, Wigan 
HOUSE SURGEON (pre-registration post). vacant 17th July. 
Leigh infirmary 
HOUSE SURGEON (pre-registration post), vacant 29th July. 
Applications, with names of 2 referees, to the Secretary, 
Knowsley House, Wigan. 
WINDSOR. KING EDWARD VII HOSPITAL. Obstetric 
AND GYN-ZXCOLOGICAL HOUSE SURGEON required, Male 
or Female, for post vacant 29th August. Post recognised for 
both M. R.C.0.G. and D.Obst.R.C.0.G. Not a pre-registration 
post. Successful candidate will be resident at Old Windsor Unit 
of Hospital. Applicants required to be members of a Medical 
Protection Society. 
Applications, stating age, nationality, 
and copies of recent testimonials or 
Secretary. 





qualifications with dates, 
names of 3 referees, to 


WOLVERHAMPTON GROUP. 


The Royal Hospital, Wolverhampton (an Associated 
Hospital of the University of Birmingham Medical 
School) 

SENIOR HOUSE OFFICER (Anesthetist), 


vac oat now. 
Appointment recognised for D.A. and F.F.A.R.C 

HOUSE OFFICER (E.N.T. Department), vac as ist  napass. 

Also listed as pre-registration post. 

Apply Secretary, with copies of testimonials. 
WORKSOP. KILTON HOSPITAL. (190 Beds.) Sheffield 
REGIONAL HOSPITAL BOARD. Whole-time RESIDENT REGIS- 
TRAR (obstetrics and gynecology) required, with duties also 
at Victoria Hospital, Worksop (127 Beds). Appointment for 1 


year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 

Fulwood-road, Sheffield, by 16th July, 1956, giving age, nation- 
ality, qualifications, present and previous appointments with 
dates, naming 3 referees. 
WREXHAM. WAR MEMORIAL HOSPITAL. (230 Beds.) 
Applications are invited for the 2 posts of HOUSE SURGEON 
at the above Hospital, to commence duties on Ist August, 
1956. The appointments are recognised for the Diploma of 
F.R.C.S. (Eng. and Edin.) and are pre-registration posts. 

Ap lications, stating age, nationality, qualifications and 
experience, with copies of 2 recent testimonials, to be sent to the 
Group Secretary, Maelor General Hospital, Ww rexham, as soon 
as possible. oe 
WREXHAM. MAELOR GENERAL HOSPITAL. (591 
Beds.) Applications are invited for the post of HOUSE SUR- 
GEON at the above Hospital, to commence duties on Ist August, 
1956. The appointment is recognised for the Diploma of 
F.R.C.S. (Eng. and Edin.) and is a pre-registration post. 

Applications, stating age, nationality, qualifications and 
experience, with copies of 2 recent testimonials, to be sent to the 
Group Secretary, Maelor General Hospital, Wrexham, as soon 
as possible. 


IBADAN, NIGERIA. UNIVERSITY COLLEGE HOS- 
PITAL. The Board of Management invite applications for the 
appointment of REGISTRAR (surgery). Candidates must be 
fully registered medical practitioners. 

Salary : Ist tour £1164 p.a.; 2nd tour £1212 p.a. plus 
inducement addition, where applicable of £270 p.a. 

Gratuity : On satisfactory completion of agreement a gratuity 
of al 10s. will be paid for each completed period of 3 months 
service. 

Duration of appointment : 1 tour of 12 months in the first 
instance, renewable by mutual agreement for a further tour of 
12 months. 

Outfit allowance : £60 payable on first appointment. 

uarters : Partly furnished quarters are provided at a rental 
of 84% of salary, excluding inducement addition. 

eave : Expatriate candidates will be eligible for 7 days 
leave in the United Kingdom on full pay for each completed 
month of service in Nigeria. 

Passages : Free first-class passages to and from Nigeria are 
provided for expatriate doctors and their wives on first appoint - 
ment, annual leave and en ——. of agreement. F 
first-class passages to Nigeria will, in certain circumstances, 
be provided for non-expatriate doctors. 

Children’s allowances: Candidates will be eligible for 
children’s allowances in accordance with existing regulations. 

Superannuation : Ar*rangements can be made to enable 
Doctors to continue their National Health Service superannuation 
scheme contributions, and details of the revised salary and 
oy payable in such cases will accompany application 

orms 

Applications should be submitted not later than 27th July 
on the appropriate forms, which can be obtained, together with 
further information regarding nature and scope of work, on 
receipt of an addressed foolscap envelope from the Adviser 
on Staff Recruitment, London Office, University College Hos- 
pital, Ibadan, 57, Catherine-place, London, 8.W.1. 


Public Appointments 


CUMBERLAND COUNTY COUNCIL. Applications are 
invited for the appointment of ASSISTANT COUNTY 
MEDICAL OFFICER AND SCHOOL MEDICAL OFFICER. 
Salary within the range £975—£50-£1375 p.a. Every opportunity 
will be given to the successful applicant who will be based on 
Carlisle to obtain experience in all aspects of Local Health 
Authority work. Preference will be given to candidates holding 
a Diploma in Public Health. 

Forms of application obtainable from the County Medical 
Officer, 11, Portland-square, Carlisle. Closing date for appli- 
cations 19th July, 1956. 

G. N.C. 

The Courts, Carlisle. 











Swit, Clerk of the County Council. 
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COMMONWEALTH OF AUSTRALIA. Public Service of 
PAPUA AND NEW GUINEA. Vacancies. DEPARTMENT OF HEALTH. 

MEDICAL OFFICER (Grade 1). (Number of vacancies.) 
£1922 (Aust. )}-£2288 ( Aust.) pa. Note.—Married Officers receive an 
additional £173 p.a. 

Qualifications : British (or Australian) registration : posses- 
sion of D.T.M.&H. or willingness undergo course as duty when 
required. 

Duties : General medical duties including conducting of 
hospitals and prevention of disease. 

Eligibility : Adult British subjects under 45 years. 

Appointment : Permanent subject to satisfactory probation- 
ary period. 

Leave : 3 months after each 21 monthsin territory : additional 
3 months after each 6 years service and 6 months furlough after 
20 years service. 

Taxation : Income derived by residents of territory from 
sources within territory is not at present taxable under Common- 
wealth legislation. 

Further Information and Application Forms : Information 
handbooks on the Public Service of Papua and New Guinea, 
other information and application forms are available from the 
Public Service Board Representative, Australia House, Strand, 
London, W.C.2. 

Applications : Submit on prescribed form to Public Service 

Board Representative, Australia House, Strand, London, W.C.2, 
by llth August, 1956. 
DURHAM COUNTY COUNCIL. Health Department. 
ASSISTANT MATERNITY AND CHILD WELFARE 
MEDICAL OFFICER. Applications are invited from registered 
medical practitioners (Female). Commencing salary £975 p.a., 
rising by annual increments of £50 to £1375 p.a. 

The appointment is subject to certain conditions, particulars 
of which may be obtained from the County Medical Officer of 
Health, Shire Hall, Durham, to whom applications, together 
with the names of not more than 3 referees, should be sent 
not later than 16th - 1956. 

J. K. Hops, Clerk of the County Council. 

GATESHEAD. COUNTY BOROUGH OF GATESHEAD. 
ASSISTANT MEDICAL OFFICER OF HEALTH AND 
SCHOOL MEDICAL OFFICER (Female). Applications are 
invited from duly qualified medical practitioners (Female) in 
possession of the D.P.H., C.P.H., or D.C.H., for the post of 
Assistant Medical Officer in the Public Health Department. 
Salary will be within the scale commencing £1050-—£€50-£1200- 
£55-£1475 p.a., having regard to the experience of the candidate 
in similar posts. The appointment is superannuable, subject to 
medical examination, and is terminable by 1 months notice 
from either side. 

A list of the duties of the office may be obtained from the 
Medical Officer of Health, Greenesfield House, Mulgrave-terrace, 
Gateshead, to whom applications, stating age and experience 
and accompanied by not more than 3 recent testimonials should 
be sent in envelopes endorsed ‘ Assistant Medical Officer,” 
within 14 days of the appearance of this advertisement. 

C. D. Jackson, Town Clerk. 

Town Hall, Gateshead, 8, 27th June, 1956. 

GOVERNMENT OF MAURITIUS. Junior Pathologist 
required. Candidates must have medical qualifications regis- 
trable in the United Kingdom and preferably pos uate 
experience in subjects related to clinical pathology, especially 
histolc and hematology, including blood transfusion and 
bacteriology. Appointment on contract, with gratuity (taxable), 
for 2 years. Salary Rs.19,020 (£1426 10s.) a year. Temporary 
non-pensionable cost-of-living allowance of 8% of salary also 
payable. Gratuity of £50 for each completed period of 3 months 
service. Employer’s share of pension contributions (if applicable) 
paid. Quarters not provided, but officers not allocated Govern- 
ment houses will be reimbursed difference between approved 
rent for private house (maximum Rs.250 (£18 15s.) a month) 
and the 10% salary they would normally pay for a Government 
house. Officers in hotels or boarding houses regarded as paying 
half, for the first 21 days, and then quarter of board and lodging 
charge for themselves and wives in respect of rent. Income-tax 
at local rates. Free passages in both directions for Officer, wife 
and children not exceeding 5 persons in all. 

Application forms from the Director of Recruitment, Colonial 
Office, London, 8.W.1 (quoting No. BCD.117/52/01). 
GOVERNMENT OF THE EASTERN, REGION OF 
NIGERIA. MEDICAL OFFICERS OF HEALTH required to 
undertake general administration of environmental hygiene, 
maternal and child welfare, school health work, health education 
and control of communicable diseases. At present emphasis is 
being placed on the development of a School Health Service 
and on tuberculosis control. Officers may be required to visit 
rural areas around the township where their principal responsi- 
bility lies. Candidates must possess medical qualifications 
registrable in the United Kingdom and a Diploma in Public 
Health. Women candidates who might concentrate on school 
health and welfare duties will be considered. Appointment is on 
contract for 2 tours of not more than 2 years. Salary scale 
ranges from £1434 to £2118 a year, and a gratuity (taxable) is 
payable on completion of satisfactory engagement at the rate of 
— 10s. for each completed period of 3 months service (including 
eave ). 

Quarters provided at rental of 10% of salary. Taxes at local 
rates. Annual local leave permissible ; generous home leave 
granted after each tour. Free return passages for Officer and 
wife ; and, when appropriate, either (but not both) of the 
following in any 1 tour of service :— 

(a) 1 return sea passage for each of 2 children under the age 
of 18 subject to a maximum of £75 in respect of the return 
journey for each child, or 

(0) An allowance of £75 a year for each of 2 children under the 
age of 18 maintained outside Nigeria for the whole of the tour. 

Application forms from Director of Recruitment, Colonial 
Office, Sanctuary Buildings, Great Smith-street, London, 8.W.1 
(quoting reference No. BCD.117/411/05). 











HER MAJESTY’S OVERSEA CIVIL SERVICE. Nigerian 
FEDERAL SERVICE. Applications invited from doctors with 
medical qualifications registrable in the United Kingdom for the 
following posts :— 

MEDICAL OFFICER (Southern Cameroons) for 
medical duties in hospitals and/or rural health duties. 

MEDICAL OFFICER OF HEALTH (Southern Cameroons) 
for administration of preventive medical services and control of 
sanitary matters ; or if posted to sea or airport, the duties of 
Port Health Officer. May be required ta perform duties of 
Medical Officer (see above). D.P.H. required and D.T.M.&H. 
desirable. 

ANAESTHETIST to administer anesthetics in Government 
Hospitals in Lagos, instruct junior medical officers and perform 
such other duties as may be assigned to him. D.A. (prior to 
November, 1953) or F.F.A.R.C.S. required. 

SPECIALIST ALIENIST to undertake investigations on 
mental illness ; examine and treat mental cases ; advise on 
matters connected with mental health and organisation and 
expansion of Mental Health Services, training of staff and 
legislation. D.P.M. or similar higher degree required. 

Appointments may be made : : 

(a) On 3 years probation for permanent and pensionable 
employment. Pensions (non-contributory) of 1/600th of final 
pensionable emoluments for each completed month of reckonable 
service. 

(b) From the National Health Service. Candidates may leave 
the National Health Service but retain superannuation rights up 
to 6 years and receive a gratuity (taxable) of 20 % of the aggregate 
of their salary. - 

Salaries including inducement addition for officers appointed 
under (a) and (6) range from £1128 to £1950 p.a. for Medical 
Officers and from £1326 to £1950 p.a. for Special Grade Medical 
Officers (i.e., with recognised higher qualification). Specialist 
salary is £2220 p.a. . 

(c) On short-term contract (2 tours of 18-24 months) with 
inclusive salary of from £1338 to £2286 for Medical Officers and 
£1536 to £2286 for Special Grade Medical Officers. Specialist 
salary is £2664. On completion of contract a gratuity (taxable) 
is paid at the rate of £37 10s. for each completed period of 3 
months service (including leave). 

Officers appointed under (a) or (c) are required to contribute 
to a Widows’ and Orphans’ Pension Scheme. 

Quarters at low rental. Free return passages for Officer and 
wife. Return passages for children, to age 18, provided cost does 
not exceed that of 2 adult return passages in any 1 tour of 
service. Children’s (Separate Domicile) allowance of £75 a year 
for each child under 18, ceasing if children join parents in 
Nigeria. Income-tax at local rates. Local leave permissible 
and generous home leave after each tour. 

Application forms from Director of Recruitment, Colonial 
Office, London, 8.W.1 (quoting No. BCD.117/14/01). 

HER MAJESTY’S OVERSEA SERVICE. Western Region 
OF NIGERIA. 

(1) SPECIALIST OBSTETRICIANS required for obstetrical 
and gynecological duties, including outpatient, maternity, child 
welfare and ante-natal work in the larger provincial hospitals 
of the Region (which are being enlarged up to 200 Beds), and to 
assist in training midwives. Candidates should have registrable 
medical qualifications and the M.R.C.0.G., with considerable 
experience of major surgery in their specialty, and have had at 
least 6 years post-registration experience. 

(2) SPECIALIST OTOLARYNGOLOGIST  reqvired as 
Regional Consultant in E.N.T. work. The selected officer will 
be based on Benin where he will have charge of beds. He should 
be prepared to travel to assist medical officers in general hospitals 
in this aspect of their work, and patients requiring specialist 
treatment will be referred to him by medical officers. Candidates 
should have registrable medical qualifications and the F.R.C.8., 
with 6 years experience in the specialty since registration. 

Appointments may be :— 

(a) From the National Health Service. Candidates may 
leave the National Health Service but retain their superannuation 
rights up to 6 years and receive a gratuity (taxable) of 20% of 
the aggregate of their salary, or 

(6) On short-term contract (1 tour in the first instance of 
12—24 months duration according to age). 

Salary under (a) £2220 a year, and (6) £2448 and gratuity 
(taxable) on satisfactory completion of contract at rate of 
£37 10s. for each completed period of 3 months service (including 
leave). Officers appointed under (b) required to contribute to 
Widows’ and Orphans’ Pension Scheme. 

Quarters provided at low rental. Taxes at local rates. Annual 
leave permissible : generous home leave granted after each 
tour of 18-24 months. Free return passages for Officer, wife, 
and children (up to 3). 

Application forms from Director of Recruitment, Colonial 
Office, London, 8.W.1 (quoting No. BCD.117/410/06). 


HERTFORDSHIRE. COUNTY OF HERTFORDSHIRE. 
SOUTH HERTS (NO. 1) COMBINED SANITARY DISTRICT. Appoint- 
ment of MEDICAL OFFICER OF HEALTH AND DIVI- 
SIONAL COUNTY MEDICAL OFFICER. Applications are 
invited from suitably qualified and experienced medical practi- 
tioners for this appointment to be made jointly by the Councils 
named below. The post is whole-time, superannuable, and 
carries at present a salary in the region of £1950-£2330 likely 
shortly to rise to £2006-£2413 by reason of increase in popu- 
lation. Travelling allowance. Office and staff will be provided 
at Hemel Hempstead. 

Forms of application with particulars from the County Medical 
Officer, County Hall, Hertford. Applications must reach him 
by 21st July, 1956. ; 

NEVILLE Moon, Herts County Council. 

C. W. G. T. Kirk, Hemel Hempstead Borough. 
D. T. THORNE, Berkhamsted U.D.C. 

C, Davies, Tring U.D.C. 

H. RANDALL, Berkhamsted R.D.C. 

W. A. F. SHarp, Hemel Hempstead R.D.C. 
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LUTON. BOROUGH OF LUTON. Assistant Medical 
OFFICER. Applications are invited for this appointment. 
Salary within grade £1050—£50—-£1200—-£55-£1475, according to 
qualific ations and experience. Car allowance. Preference will 
be given to applicants possessing a Diploma in Public Health. 
Duties will include work in connection with School Health 
Services, hospital treatment of infectious diseases, and Part III 
Personal Health Services. 


Full particulars and conditions of appointment obtainable 
from the undersigned. Applications to be received by 25th July, 
1956. 

Town Hall, Luton. A. D. Harvey, Town Clerk. 


NORTHUMBERLAND COUNTY COUNCIL. Applica- 
tions are invited for the post of SCHOOL MEDICAL OFFICER. 
The salary will be £975—€50-—£1375 p.a., which is under review. 
Previous experience may be taken into consideration in deter- 
mining the commencing salary. Travelling expenses and 
subsistence allowances in accordance with the Council’s scale 
will be paid. The post is superannuable and the successful 
candidate will be required to pass a medical examination. 

Forms of application obtainable from the Principal School 

Medical Officer, County Hall, Newcastle upon Tyne, 1. Closing 
date 31st July, 1956. 
OLDHAM. COUNTY BOROUGH OF OLDHAM. Applica- 
tions are invited from registered medical practitioners for the 
opeeene nt of ASSISTANT MEDICAL OFFICER OF 
HEALTH AND ASSISTANT SCHOOL MEDICAL OFFICER 
which ~~ & an excellent opportunity for obtaining experience 
in the Public Health and School Health Services. Salary £1050— 
£50—£1200-£55-£1475 p.a. The point of entry will be fixed 
according to qualifications and experience. The appointment 
is superannuable and subject to medical examination. 

Applications, stating age, qualifications, and experience, 
should be forwarded to the Medical Officer of Health, Public 
Health Department, Town Hall, Oldham, together with ¢opies 
of 2 testimonials, or the names of 2 persons to whom reférence 
may be made. EDWARD HAINES, Town Clerk. 
RHONDDA BOROUGH COUNCIL AND GLAMORGAN 
COUNTY COUNCIL. Mixed appointment of DEPUTY MEDICAL 
OFFICER OF HEALTH AND ASSISTANT SCHOOL MEDI- 
CAL OFFICER. Applications are invited from suitably quali- 
fled persons under the age of 50 years for the pensionable nixed 
appointment as above, at an aggregate salary under the Awards 
of the Industrial Court and agreements of Committee C of Medical 
Whitley Council. 

Form of application and particulars of appointment from the 
undersigned. Closing date 14th July, 1956, at Noon. 

D. J. Jones, Town Clerk. 

The Municipal Offices, Pentre, Rhondda. 
SHEFFIELD. CITY OF SHEFFIELD. 
DEPARTMENT. Applications are invited for the post of ASSIST- 
ANT MEDICAL OFFICER for maternity and child welfare, 
on the staff of the Medical Officer of Health, Dr. Llywelyn 
Roberts, from witom further particulars may be obtained 
(P.O, Box 78, Town Hall Chambers, Sheffield, 1). Candidates 
should have experience or special qualifications in either child 
welfare or obstetrics. Post superannuable medical examina- 
tion. Salary seale £1050 at 50—£1200—£55-£1475 p.a. 

Applications, giving ag qualifications, experience, present 
and prev ious appointme ute ‘with dates, ree s of 3 referees, and 
endorsed ‘* Assistant Medical Officer (M. Cc *to be forwarde d 
by 23rd July, 1956, to Joun Heys, a Clerk. 

Town Hall, Sheffield, 1. 

TREASURY MEDICAL SERVICE. Applications are 
invited from medical practitioners, practising in the districts 
detailed below, for appointment, in a part-time and mainly 
advisory capacity, as LOCAL TREASURY MEDICAL 
OFFICER for each of the places or groups of places shown. 
The town shown in brackets after the place-names indicates the 
Head Post Office Area in which the place, or group of places, is 
situated. Successful applicants will be required to examine and 
report on the condition of certain Government Officers, teachers, 
candidates for appointment, &c., who may be referred to them 
from time to time; and to attend when summoned to an 
emergency case of accident or sudden illness occurring in a 
Government office in the neighbourhood. Fees for this work, 
and mileage allowance where necessary, will be paid on a scale 
agreed with the British Medical Association. 

Intending applicants should write, within 14 
Treasury Medical Adviser, Treasury Chambers, 
S.W.1, for a form on which application may be made. 
should be not more than 60 years of age. 

rhe places for which applications are invited are as follows : 

ENGLAND AND WALES 

Yalding and Wateringbury (Maidstone ) 

punpereste (Portsmouth ). 

Redruth and Stithians (Redruth). 

Ashtead (Epsom). 

Southgate (London, N.14). 

Dewsbury (Dewsbury). 

WARWICKSHIRE COUNTY COUNCIL. County Medical 
OFFICER OF HEALTH’S DEPARTMENT. Applications are invited 
from registered medical practitioners for the permanent appoint- 
ment of ASSISTANT COUNTY MEDICA OFFICER OF 
HEALTH (Male or Female). Preference will be given to those 
holding the D.P.H. or D.C.H. and with previous experience. 
Conditions of service and salary (£1050—£1475) will be in accord- 
ance with the Whitley Council. The candidate will be required 
to provide a motor-car in the performance of duties, for which 
Whitley Council scale allowances are payable. 

Further particulars (including details of area and duties) and 
application forms may be obtained from the County Medical 
Officer of Health, Shire Hall, Warwick. Closing date for applica- 
tions is 14th July, 1956. 

L. EDGAR STEPHENS, 


Public Health 


days to :— 
Whitehall, 
Applicant 


Clerk of the Council. 





Factories Acts, 1937 and 1948. 
The following appointme nt as Appointed Factory Doctor is 
vacant. Apply to Chief Inspector of Factories, 19, St. James’s- 


square, London, 8.W. Latest date for receipt 


FACTORY DOCTORS. 


District County of applications 
BURNHAM-ON-SEA SOMERSET 2isT JULY, 1956 
AMENDED ADVERTISEMENT 


WALSALL. COUNTY BOROUGH OF WALSALL. Appli- 
cations are invited from registered medical practitioners for the 
post of ASSISTANT MEDICAL OFFICER OF HEALTH at 
a salary of £1050 p.a., rising by annual increments to £1475 p.a. 
The commencing salary will be decided according to qualifications 
and experience. Possession of the D.P.H. or D.C.H. will be con- 
sidered an advantage. Unfurnished flat available if re quired. 

Further particulars and application forms may be obtained 
from W. STALEY BROOKES, Town Clerk. 

Council House, Walsall 


General Practice 


For an Executive Council post (England and Wales) apply on form E.C.164 








obtainable from the council. Mark envelope ** Vacancy.’ 
w ; ERKSHIRE. Applications invited for 
VACANCY due to resignation. Urban practice. * Inter- 


mediate ” area. List approximately 1200. No accommodation 


available. Apply on Form E.C,.16A not later than 18th July. 
1956, to 
G. H. J. Price, Clerk, Berkshire Executive Council. 
16, Eldon-road, Reading, Berkshire. 


SOUTH DEVON. Applications are invited for Vacancy 
which will occur in a South Devon coastal town. List approxi- 
mately 2200. Premises available for purchase. Applications on 
Form E.C.16a should reach the undersigned not later than 
25th July, 1956. Further details may be obtained on request. 
H. Bex, Clerk, Devon and Exeter Executive Council. 
46, Queen-street, Exeter. 


Miscellaneous 


Doctor required for T.B. Sanatorium in South 
Experience in chest diseases. Salary £1000—£1500 
qualifications, plus board and accommodation. 
2-year contract.—Apply FOREIGN RELIEF SECRETARY, 12, 
Upper Belgrave-street, London, 8.W.1 (Tel. : SLOane 9171). 
Consultant Radiologist required for service in South 
Iran by National Iranian Oil Company. Higher qualifications 
essential. Salary not less than £3000 a year. Experienced 
practitioner required aged between 30-40 preferably. 2-year 
tours of duty followed by home leave on full pay. Married 
accommodation and family passages available.— Write: Box 
L.452, c/o 191, Gresham House, E.C. 

Sandoz Products Limited, 134, Wig more-ctrest, London, 
W.1, require Anatomist or Cardiologist with good knowledge of 
German to translate German Cardiac Atlas into English. Work 
consists of 12 tables with approximate ly 400 words per table.— 
Please address replies to: *‘ The Manager,” or telephone : 
London, HUNter 0505. 

Ware, Herts. A recently established small nursing-home, 
fully equipped and running to capacity for sale as a going 
concern. Beds in 10 wards, matron’s flat, nurses’ rest-room and 
bedrooms. Spare flat. Large garden. Garages and outbuildings. 
Convenient but secluded situation. Main services. For sale, 
£6000 inclusive. Freehold, fixtures and furnishings.—Full 
particulars apply W. H. LEE AND Co., 21, High-street, Ware, 
Herts (Phone : Ware 761/2) 

For sale owing to death ; lease of Harley-street premises ; 
fully equipped with latest radiological diagnostic equipment ; 
fully furnished ; terms to be arranged.—Write, Box 864, 
REYNELLS, 44, Chancery-lane, W.C.2. 

Shoreham-by-Sea, Sussex (between Brighton and Worth- 
ing). Most attractive ultra-modern detached residence, ideal 
for Doctor or Dentist, overlooking sea and harbour, 4 bedrooms, 
tiled bathroom, spacious lounge, dining recess, cloakroom, well- 
titted kitchen, radiators throughout, Rayburn Boiler, and immer- 
sion heater, integral garage, small garden. 999 years lease at 
£40 p.a. Price £4250.—Fox & Sons, 117/118, Western-road, 
Brighton (Tel. : Hove 39201 ; 7 lines). 

Swiss Alps. Home school for children 4-12, Madam Bela 








Korea. 
Korea. 
depending on 


takes 25 childreg with her own 5 for school subjects. Excellent 
food and care of health. Ideal for delicate children. Children 
welcomed for full school year or shorter periods.—-Apply for 


details to *‘ LA BELLE Matson,” Caux-sur-Montreux 

“ Pregnancy Diagnosis by the Xenopus Method,” 24-hour 
service. Send specimen of urine and £1 1s. fee. Hematology, 
Biochemistry, Flame Photometry.—WELBECK BIOLOGICAL 
LABORATORIES, 26, Park-crescent, Portland-place, W.i 
(MUSeum 5386-7). 

Applicants for posts requiring testimonials copied or 
duplicated should communicate with MANTON SECRETARIAL 
SERVICE LTD., 98, Victoria-street, 3.W.1 (Phone: VICtoria 
0141), who are specialists in this kind of work. 

Typewriting and Duplicating. First-class work at moder- 
ate prices by experienced medical typists. Electric machines. 








SYBIL RANG, 21, Heath-street, Hampstead, London, N.W.3 
(HAM 5329/0504). 
Professional, technical and personal typewriting. Dupli- 
eating, circularising, &c., efficiently and speedily executed.- 
* MowBRaAy,” 146, Bishopsgate, E.C.2 (BIS. 2545, BAR. 7665). 
German youth, aged 17, Doctor’s son, would tike to 
exchange homes with English boy, preferably also a Doctor's 
son. Ist August—3rd September.—-Address, No. 2 THE LANCE’ 
Office, 7, Adam-street, Adelphi. London, W.C.2. 
Microscopes. Highest prices paid for good modern types. 


Send or bring your equipment for ream tes WALLACE HEATON 
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An unusual degree of tolerance... 
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ELL tolerated by patients undergoing long-term 
Woes therapy in rheumatic conditions; easily 
taken by those who are nauseated by crushed or 
dissolved aspirin, or who cannot swallow tablets, 
Paynocil presents aspirin in its most acceptable form. 
Gastroscopic investigation has shown Paynocil 
to be superior to aspirin tablets in causing less 
inflammation of the gastric mucosa, a constant risk 
with prolonged treatment. Paynocil tablets are 
equally suitable for occasional analgesia. 
They disintegrate pleasantly and rapidly on the 
tongue without water. 
REFERENCES 
Practitioner, 173: 46, 1954: Brit. med. J., 2: 7, 1955. 
Ibid., Editorial 2: 31, 1955. 


PAYNOCIL 


NON-IRRITANT, PALATABLE ASPIRIN 
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THE OX-PECKER, more commonly known as the 
Tick-Bird, is a native of Africa and is closely 
related to the Starling. Tick-Birds attend 
large game animals, moving about their backs 
in search of ticks—a service which would 
seem to merit thanks rather than mere 
tolerance. It is said they render a further 
service by making a hissing noise as a warning 
to their hosts at the approach of danger. 


Each tablet contains 


Acetylsalicylic acid ...... 10 grains 
Aminoacetic acid ........ 5 grains 
PRESENTATION 


Tubes of 18 
Dispensing pack of 240 
(Basic N.H.S. cost)........- 21/8d. 


c. L. BENCARD LTD. 


PARK ROYAL - LONDON .- N.W.10 


Telephone: ELGar 6681 
Telegrams: Bencarlond, Harles, London; 
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Take any Crowd: in it you are certain to find some who are 
hypersensitive to substances regarded as inoffensive by 
most of us. But discomfort and distress are not inevitable 
results of exposure to offending allergens. 

Whenever symptoms of allergy or sensitization limit the 


patients activities, treatment with one of the M&B brand 





antihistaminics is indicated for prompt symptomatic relief. 


‘ANTHISAN’ 
ee scaehhaaie watbicter 2 ‘ANTHISAN’ 50 and 100 mgm. tablets « Elixir (25 mgm. per 


THE GENERAL-PURPOSE 
AN TIHES TAMINIC 


é *PHENERGAN’ 10 and 25 mgm. tablets « Elixir (5 mgm. per 
PHENERGAN’ aioe 
trade mark d 3-6c.c., approx. | teaspoonful) « 2-5%, solution for injection. 


3-6c.c., approx. 1 teaspoonful) + 2-5°% solution for injection. 


PROMETHAZINE HYDROCHLORIDE 
Detailed information is available on request 


THE ANTIHISTAMINIC WITH 
A PROLONGED ACTION 
MANUFACTURED BY MAY & BAKER LTD 














4n M&B brand medical product 


MA 3643 
We ccc ccc llccecccccccecechececteecccseccceccceeeecedeerceececeeccceeetettse 
PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD. DAGENHAM - ESSEX 


DISTRIBUTORS 
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